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Abstract
This is a portfolio of academic, therapeutic practice, and research work. It contains 
three dossiers. First, the academic dossier contains three essays that were written 
during my training. The first essay is a review of an article that offers a thorough look 
at the theoretical concept and practice of unconditional positive regard. The second 
essay explores psychoanalytic views of homosexuality and their implications for 
therapeutic practice. The third essay is a presentation of the theory and application of 
Acceptance and Commitment Therapy (ACT). Second, the therapeutic practice 
dossier demonstrates the clinical experience I gained during my training. It contains 
brief descriptions of all my clinical placements. Moreover, it includes my final clinical 
paper, which offers a narrative of my personal and professional development towards 
becoming a counselling psychologist. Finally, the research dossier is comprised of a 
literature review and two research reports conducted during my training. The literature 
review explores therapists’ bereavement and loss experiences within three different 
contexts: the death of a close relative, the end of therapy owing to client death, and 
other types of personal loss. The first research report is an Interpretative 
Phenomenological Analysis (IP A) study of therapists’ experiences of loss. The second 
research report is a Thematic Analysis (TA) study that explores trainee counselling 
psychologists’ experience of working with clients who present losses that resemble 
their own. All client and research participant names have been altered and replaced 
with pseudonyms in order to preserve their anonymity. All other identifying details 
relating to clients, research participants, and clinical placements have been excluded, 
altered or kept to a minimum to ensure confidentiality.
Introduction to the Portfolio
This portfolio comprises a selection of papers that were written during my training 
and were submitted for the completion of the Practitioner Doctorate in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. It contains 
an academic, research, and therapeutic practice section, aimed at illustrating my 
evolving interests and competencies in these areas. The purpose of this introduction is 
to present to the reader the ways in which my personal, academic, and clinical 
experiences have contributed to the work presented in the portfolio and to my 
evolving identity as a counseUing psychologist.
Background
Reflecting on what first drew me to psychology, I found myself going back to my 
childhood and adolescence. I was brought up in a family environment where I 
experienced both conditional positive regard and empathie acceptance. These two 
different experiences led to my having a natural tendency towards being attentive, 
empathie, and accepting with others, qualities that I personally experienced as 
empowering and comforting when faced with the challenges of developing my own 
personal identity, beliefs, and aspirations. Furthermore, my upbringing stimulated my 
curiosity about the human psyche and human relationships.
The road towards studying psychology, however, was a bumpy one. The employment 
options for a psychologist in Greece were poor and fi-aught with financial uncertainty 
and insecurity. Coming from a working-class family that would have had to struggle 
to provide me with the means to obtain an education and follow a career, I made a 
conscious choice to study applied informatics, knowing that acquiring this degree 
would find me a job and the financial means to pursue my interest in the study of 
human nature. When I graduated I made the choice to work as a computer specialist in 
a psychiatric hospital so that I would have the opportunity to gain experience in 
working within an organisation that offered its services to people who presented with
enduring psychological difiSculties. At the same time, my job opened the door to 
exams needed for my long-desired psychology degree.
During the course of my first psychology degree I was especially interested in the 
person-centered approach since I had myself experienced the positive impact of the 
core conditions on the self and its theory and practice felt very similar to my own way 
of being and my tendency to relate to others. Furthermore, doing my clinical practice 
in the psychiatric hospital I was working in and attending critical psychology lectures 
provided me with both experiential and theoretical stimulus that made me more aware 
and conscious of the ‘curative’ power of the core conditions, the importance of the 
therapeutic relationship, the primacy of the value of the phenomenology of the other, 
and the impact of social and professional power dynamics in the construction of 
‘pathology’ and the ‘treatments’ being offered.
Pursuing postgraduate training in counselling psychology, which values the 
idiographic nature of the human experience and the primacy of the relational aspect of 
therapy, and promotes reflective practice and a diverse therapeutic approach to 
human suffering that holds a critical stance towards ‘pathology’, became my next 
stepping-stone towards developing both as a person and as a therapist.
Academic Dossier
The academic dossier consists of three academic essays, one submitted for each year 
of the course. These essays reflect my theoretical and therapeutic practice interests at 
the time, and writing them helped me to develop my understanding of the themes 
explored.
The first essay, written at the beginning of my first year of training, is a review of an 
article that elaborates on the concept of unconditional positive regard in terms of its 
meaning, its relation with other conditions, and its impact on therapeutic practice. This 
paper was primarily informed by my personal experiences of conditional and 
unconditional positive regard and my interest in gaining further knowledge on this
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relational quality and its application within a therapeutic context, since up to then I 
had not yet started my individual client work. My endeavour to write an article review 
that required critical thinking offered me the opportunity not only to understand the 
concept of unconditional positive regard better but also to start developing my ability 
to engage with theory and practice in a reflective way.
The second essay reflects on psychoanalytic views of homosexuality and implications 
for practice. This paper was written during my second year of training when I received 
lectures on working with clients within the psychoanalytic approach. It was a period 
where I was gaining knowledge of psychoanalytic theory and at the same time 
developing a deep interest in and respect for its contribution to therapeutic practice. 
Therefore, I recall being quite surprised when I was taught some of its traditional 
theory and views that ‘pathologised’ non-heterosexuality. These contrasted with my 
view of sexuality as being one more expression of the idiographic character of the 
human experience and self-actualisation, whose diversity I came to value and 
acknowledge in my personal life and within the counselling psychology discourse. 
Writing this essay offered me the opportunity to delve into traditional and 
contemporary psychoanalytic theory on homosexuality. Through this exploration I 
became more aware both of the related dangers for practice and of a psychoanalytic 
non-heterosexual affirmative therapy that respects the chent’s autonomy and works in 
the service of the client’s well-being and personal growth.
The third essay was submitted during my third year of training, which was Cognitive 
Behavioural Therapy (CBT) oriented. At the time of writing up the paper, I had 
already started my clinical placement and was particularly interested in developing my 
understanding of Acceptance and Commitment Therapy (ACT), which was used in 
conjunction with CBT in the service I was working in. Therefore, I saw that writing a 
paper on ACT’s theory, understanding of human distress and application to 
therapeutic practice would foster the growth of my awareness of this model and my 
subsequent ability to integrate it with my knowledge of CBT and my own way of 
‘being with’ clients. Working on the ACT essay also facilitated recognition of my ease 
with the model, which arose fi*om its acknowledgement that distress is a ‘normal’ part
of the human condition and from its focus on helping clients to move towards 
acquiring a sense of well-being that is personally constructed.
Reflecting on the papers included in this dossier, I see the concept of acceptance is a 
common thread which takes the form of unconditional positive regard, valuing the 
diversity of human sexuality, and accepting ‘suffering’ and promotion of an 
idiographic self-actualisation.
Therapeutic Practice Dossier
The therapeutic practice dossier consists of brief accounts of each of the three clinical 
placements completed as part of my training. These include a counselling centre, a 
psychotherapy department in the National Health Service (NHS) and a Community 
Health Psychology Service in the NHS. The placement accounts detail the therapeutic 
orientation, duration of psychological therapy, client groups and diffrculties I worked 
with, types of supervision I received, and additional activities undertaken. The 
therapeutic practice dossier also contains my final clinical paper, which constitutes an 
endeavour to illustrate to the reader how my engagement with theory and practice and 
my personal experiences have contributed to my evolving identity as a counselling 
psychologist.
Research Dossier
The portfolio closes with the research dossier, which consists of a literature review 
and two qualitative studies which explore therapists’ loss experiences and their 
therapeutic work with clients. Having experienced my own losses, when I started my 
training to become a counselling psychologist, I was genuinely curious and drawn into 
exploring loss because of its permanent presence in human life and the possible 
challenges therapists might face owing to the increased frequency and idiomorphic 
characteristics of loss since they encounter it not only in their personal life but in their 
working role as well. Therapists serve a profession where their ‘self and their life
10
experiences inform therapeutic work, and this made me more dedicated and 
enthusiastic about exploring a theme bound up with personal and professional 
development.
My literature review gave an overview of the main theories of bereavement and 
explored the limited research on therapists’ bereavement and loss experiences which 
was presented within three different contexts: the death of a close relative, the end of 
therapy owing to client death and other types of personal loss. The review showed that 
significant personal losses have the capacity for deleterious but also regenerative 
effects on a personal and professional dimension; however, the limited qualitative 
research only explored the loss of close relatives and clients. My first piece of 
qualitative research on therapists’ loss experiences subsequently arose out of the need 
to broaden the scope of the meaning of loss and include other personal loss 
experiences of importance in terms of the impact of the loss both on the self and on 
work with clients. In line with counselling psychology’s philosophy that values the 
subjective and diverse character of experience, this study acknowledged loss’s 
possible idiosyncratic importance and impact since it gave the lead role to each 
participant’s phenomenology and meaning of what a loss might entail.
For my second research project, I built on the insights of my literature review and the 
findings of my previous research. Focused research on therapeutic work with clients 
who presented with losses resembling those of their therapists had not been conducted 
previously and my qualitative research on therapists’ loss experiences showed that 
working with clients who present losses that therapists identify with could pose a 
challenge even for experienced psychotherapists. This made me more enthusiastic in 
my endeavour to explore the interaction between therapists’ and clients’ loss, its 
possible impact on the therapeutic process, the therapy provided, and the therapist’s 
own self both as a person and as a professional. Conducting this research with trainee 
counselling psychologists was very attractive for me since our training focuses on the 
development of reflective practice and I was particularly interested to see how my 
colleagues engaged with the idiosyncrasies of interrelated losses within the therapeutic 
context.
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I believe that researching the topic of therapists’ loss experiences and their therapeutic 
work with clients throughout my training was very rewarding since I gained a deeper 
understanding and awareness of how personal maladies might both pose threats to and 
facilitate the personal and professional growth of therapists.
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Introduction to the Academic Dossier
The academic dossier contains three essays that were written over the course of my 
three year training towards becoming a counselling psychologist. The first paper is a 
review of an article that elaborates on the concept of unconditional positive regard, its 
interrelatedness with the other core conditions of the person-centered approach and its 
therapeutic practice. The second paper explores psychoanalytic views of 
homosexuality and discusses their therapeutic implications. Finally, the third paper 
presents the theory and illustrates the application of a third wave cognitive 
behavioural approach, namely Acceptance and Commitment Therapy (ACT).
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Essay 1
Article Review
Uneonditional Positive Regard Reconsidered
Paul Wilkins
British Journal o f Guidance & Counselling, Vol. 28, No. 1,2000.
Reviewed bv Konstantinos Kouriatis
This article provides a thorough and well-integrated look at one of the most difficult to 
achieve of Rogers’s six conditions. It has a comprehensive quality because it 
elaborates not only on what unconditional positive regard is but also on how it 
operates in therapy, how it is interrelated with the other conditions, and its 
implications for practice.
What struck me most about this article was that it was thought-provoking and initiated 
a personally creative reflection about unconditional positive regard and its application 
to therapy. As I was reading it, I found myself engaged in an internal dialogue that 
was inspired by Wilkins’s stimulating writing style which can be characterized not as 
defensive of this condition but as analytical and critical. Reading this article was a 
refreshing experience that instigated an interest in writing a review for a therapeutic 
quality that seems to be attached to counselling psychology’s value and acceptance of 
the phenomenology of the other (Woolfe, 1996).
In the first part of the article, entitled “Re-examining the ‘core ’ conditions ”, the writer 
thoughtfully compares research on empathy, congruence, and unconditional positive 
regard and concludes that the last has been less studied and less understood. Watson 
and Sheckley (2001) state that this can be attributed to “a number of factors, including 
the difficulty of defining the construct, poor research tools, and increased interest in 
the working alliance” (p. 185). On this note, it seems that qualitative research has a lot 
to offer to the investigation of an idiomorphic therapeutic quality that can be
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experienced and communicated in diverse ways. The importance, however, of 
unconditional positive regard for positive therapeutic outcomes has been illustrated in 
study reviews (Farber & Lane, 2002; Orlinsky, Grawe, & Parks, 1994; Orlinsky & 
Howard, 1986). My limited experience of working in a psychiatric hospital with a 
person-centered psychologist has also shown me that the communication of 
unconditional positive regard and empathy can improve communication and 
ameliorate distress even with individuals who present psychotic symptoms.
In the next section of the article, entitled “What is unconditional positive regard?”, 
the author attempts to clarify this therapeutic condition. He presents two definitions: 
one from Rogers (1957) and one from Meams and Thome (1988). The latter noted 
that “The attitude manifest itself in the counsellor’s consistent acceptance of and 
enduring warmth towards the client” (p. 59). These words made me realize how 
extremely difficult it is to display these qualities for every person and behaviour. 
How, for example, can one manifest unconditional positive regard for a child abuser?
I have the impression that its person has different limitations for acceptance, but 
nevertheless it is these limitations which make the application of this condition 
challenging. I believe that the challenge is even greater if unconditional positive 
regard is presented as a quality that should be consistently present over time. Rogers 
(1957) acknowledged this and provided ftirther clarification:
“...the effective therapist experiences unconditional positive regard for the 
client during many moments of his contact with him, yet from time to time he 
experiences only a conditional positive regard- and perhaps at times a negative regard, 
though this is not likely in effective therapy. It is in this sense that unconditional 
positive regard exists as a matter of degree in any relationship.” (p. 98)
It is my belief that Rogers makes unconditional positive regard more ‘tangible’ since 
it is referred as a fluid quality within a relational context.
Wilkins also looks at unconditional positive regard within the religious and social 
context, reflecting on it as a human need present throughout history. Commenting on 
the satisfaction of this need by different religions he calls for acceptance on their part.
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His call rings true since conditional positive regard seems to colour religions through 
dogmas such as “You are forgiven but you have to..”, even if the “have to” is implicit.
The author attempts to clarify further the term of unconditional positive regard, 
choosing the innovative strategy of reversing its elements: conditional positive regard, 
unconditional negative regard, and unconditional positive disregard. His reference to 
conditional positive regard made me think of its therapeutic use within behavioural 
therapy. Cognitive Behavioural Therapy (CBT) and third-wave CBT approaches, in 
which positive reinforcement can be used for specific personal qualities and 
behaviours (e.g. assertiveness, social skills) whereas other elements of the client's 
psyche may be unacknowledged or even openly disapproved (e.g. past, irrational 
thoughts). Conditional positive regard, however, may be present in other therapeutic 
models as well and research (Tausch, 1990) argues that positive change can occur 
even in the absence of one or two of the core conditions. Yalom (2002) commented on 
the primacy of empathy and genuineness in therapy while Bozarth, Zimring, and 
Tausch (2001) argued that the hest predictor of successful therapy is the client’s 
perception of the therapist’s empathy. On that note, someone can show empathy to a 
client in order to help them change without necessarily having unconditional positive 
regard but a conditional sense of regard which is in congruence with their view and 
experience of the client. The comments on unconditional negative regard are 
enlightening because Wilkins expresses a more passive form of it: “the complete 
neglect by one person of one or more aspects of another” (p. 26), which is potentially 
dangerous when it occurs in therapy. Finally, the image of “a distressed, bored or 
unengaged therapist” (p. 26) to depict unconditional positive disregard is a very 
successful one. All of the above-mentioned conditions can be seen as ‘failures’ in 
therapy, however, I believe that they can also provide the opportunity for reparation 
within the therapeutic relationship and through its transferential aspect (Clarkson, 
2003).
In the next part of his article, entitled ‘‘Unconditional positive regard in operation"', 
the author thinks about how unconditional positive regard can operate in practice, 
supporting his views with some salient therapeutic examples. He begins by 
perceptively mentioning the different role that this condition may have in a
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psychodynamic context by citing Jacobs (1988), “...to encourage positive 
transference” (p. 13), and the role that it has within the person-centered approach; he 
offers a proficient and well-articulated explanation of the primacy of unconditional 
positive regard for the decrease of conditions of worth and the support of actualising 
tendency. The thing that struck me most, however, were his following words:
“It is natural for a therapist (of whatever complexion) to want the client to 
change and perhaps even to form a vision of what change might lead to; but, for some 
clients at least, only when this desire is let go does change become possible.” (p. 27)
Although I understand that part of unconditional positive regard is expressed through 
letting go of the desire for the client to change, I do wonder how difficult this is to 
attain, even for experienced therapists. I have the impression that for many therapists 
(and clients) the idea of change is the source that motivates and directs them to a 
therapeutic outcome. My limited experience as a therapist tells me that it is very 
difficult not to nurture an idea of change for the client, even subliminally. Such an 
idea might also acquire an urgent character if a client is at risk of harming themselves 
or others with their behaviour.
The necessity of unconditional positive regard is successfully displayed by the 
presented cases but what I valued most was the author’s ability to perceive that 
therapists too can be at the receiving end of their clients’ acceptance and thus 
experience ‘growth’ themselves. It is possible, however, that characteristics that are 
usually attached to therapists (e.g. expertise, wisdom) may heighten the possibility of 
experiencing the clients’ acceptance or even idealisation. Having this in mind, 
therapists should be mindful of not falling into the trap of ending up feeding their own 
egos and narcissism through their clients.
In a thoughtful passage, the author cites Meams (1994) to differentiate liking from 
acceptance, since liking is based on shared values and interests. Wilkins also 
expresses problems of unconditionality in the stimulating words of Lietaer (1984). 
The first difficulty is that there are times when genuineness and unconditionality may 
be in conflict. One can easily visualise a situation in which in order for one to show
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unconditional positive regard one would have to let go of personal beliefs and values. 
The second is that it is almost impossible for any therapist to provide unconditional 
positive regard to any client. As previously mentioned, therapists are individuals with 
different limitations and although one may experience warmth and acceptance for e.g. 
a rapist, another may not. This argument raises a number of questions: how many 
‘difficult’ clients have had negative therapeutic experiences because of who they are 
and their behaviour? How many of them have the courage or the money to continue 
searching for a therapist? And finally, how many of them experience unconditional 
positive regard? Therefore, although this condition can be of paramount importance 
for actual change, it might be difficult for some chents to experience it. The issue calls 
for awareness and appropriate action on the part of the psychotherapeutic services that 
employ therapists. It would be helpful if psychological therapy services were aware of 
their practitioners’ limitations in terms of which persons and behaviours they have 
difficulty in working with so that clients could have a better chance of experiencing 
unconditional positive regard and a reparative, developmentally needed relationship 
(Clarkson, 2003). The provision of unconditional positive regard becomes even harder 
if one takes into account Lietaer’s (1984) view that in order for one to offer 
unconditional positive regard one must first have it for oneself. On that note, Lietaer 
(1984) noted that congruence can be seen as openness to oneself and acceptance as 
openness towards another, showing the common quality of these conditions. On 
balance, I agree with Paul Wilkins, who argues that “unconditional positive regard is 
the hardest therapeutic attitude to develop” (p. 30) since it cannot be effectively faked, 
is different fi*om tolerance and represents a sensitive balance regarding harmful 
behaviour by neither condoning it nor opposing it.
Very successfiilly, Wilkins argues that this does not mean that confrontation is 
unimaginable in person-centered therapy: “If the unconditional positive regard of the 
therapist is experienced by the client, then challenge and confrontation may play a 
useful part in therapy” (p. 31). One can see that unconditional positive regard could 
facilitate therapists in challenging their clients because it provides a safe environment 
in which the recipient of therapy may not feel the need to be defensive since their 
‘self is not being questioned or ‘rejected’. By using an example of a schizophrenic 
client, the author shows in practice how unconditional positive regard together with
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the other conditions can make all the difference in therapy when all other options 
seem to fail. Wilkins suggests that “the ability to offer effective therapy is limited by 
the therapist’s qualities, and not those of the client...” (p. 32). This makes counselling 
psychology’s dedication to personal development and self-reflection of even greater 
importance for effective therapeutic practice.
In the next section, entitled “The relative importance o f unconditional positive 
regard”, Wilkins perceptively argues that “it is nonsense to attempt to rank Rogers’ 
six conditions” (p. 33) since all of them must be present in order to facilitate 
therapeutic change. He also cites Bozarth (1998) to express the insightful view that 
empathy, unconditional positive regard, and congruence can be seen as one condition. 
This can be easily understood if one believes that congruence is a prerequisite for 
unconditional positive regard and the latter uses empathy as a medium of expression. 
Wilkins concludes that the communication of empathy and unconditional positive 
regard is the most important condition. On that note, however, he also asserts that on 
very rare occasions “constructive personality change can occur when unconditional 
positive regard is communicated in the apparent absence of empathie responses” (p. 
33). These words caused me to think of other ways in which unconditional positive 
regard could be communicated; I thought of the ability to stay with the client's 
difficulties and struggles even if they are personally challenging for the therapist, and 
the possibility of having a transpersonal experience with a client, one in which 
something profound is shared that cannot be articulated in words (Clarkson, 2003). 
The author stimulated my thinking; nevertheless, I would have liked it if he elaborated 
further on his argument.
Finally, in the last segment of his article, entitled “Implications for practice ”, Paul 
Wilkins echoes my own sentiments regarding the need for therapists to approach their 
clients without prejudice but with respect and with an awareness of their own 
limitations. Everyone has preconceptions and beliefs that are built up through societal 
influences and personal experiences, and sometimes these become so well integrated 
one is hardly aware of them. That is why personal development and self-reflection are 
essential for sound therapeutic practice. Knowing one’s own limitations means that 
one may experience unconditional positive regard for some individuals but not for
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others, which could have an impact on the range of people one can effectively work 
with. Therefore, the author argues convincingly that therapists should seek to expand 
their limits.
On the whole, Wilkins manages to provide a comprehensive study of unconditional 
positive regard in close relation to therapeutic practice and the difficulties that may 
arise. I would wholeheartedly recommend his article to therapists irrespective of their 
theoretical orientation as it stimulates on both a personal and a therapeutic level. 
Person-centered therapy does not talk about techniques but human qualities and this is 
why, on the one hand, it is special, and why, on the other hand, its effectiveness is 
limited by one’s own personal qualities. Therefore, practising the core conditions can 
be seen as facilitating one’s movement towards a personal and professional 
actualisation, one that takes the form of a continuous journey, of gathered experiences 
and of evolution, through being in touch with the diversity of human experience and 
being able to ‘hold’ the uniqueness of others.
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Essay 2
Psychoanalytic Theory and Homosexuality: Therapeutic Implications. 
Does the Malady Linger on?
Introduction
Same-sex preferences are found in individuals in every culture irrespective of the 
fluidity and diversity of attitudes towards homosexuality over the passage of time. The 
Turin papyrus has shown how homosexuality was practised in ancient Egypt 4500 
years before Christ. In ancient Greece homosexuality was sanctioned by society and 
practised even by the gods. In his Symposium, Plato gives an account of young 
homosexuals as high intellectuals (cited in Jacobi, 1969). In ancient Rome 
homosexuality was seen as a spiritual love and heterosexuality as a biological love 
(Jacobi, 1969). Through the rise of Christianity the attitude towards homosexuality 
radically changed (Bailey, 1955). During the Christian Middle Ages, same-sex 
practices were persecuted in the same way as witchcraft and heresy. This strict 
moralistic tone was reinforced by Augustine and Thomas Aquinas (Jacobi, 1969).
In the late nineteenth century the word ‘homosexuality’ came into being and people 
who were practising it were treated as common criminals (Bynum, 2003). Oscar 
Wilde’s case is quite representative of that period. It could be argued that one of the 
most revolutionary minds of the time was Freud, who suggested not only that 
homosexuals were not criminals and should not be persecuted, but also that they were 
not sick or in need of a ‘reparative’ cure (Freud, 1935). Post-Freudian psychoanalysts, 
however, treated homosexuality as pathological and perverse, and even in 1973, when 
the American Psychiatric Association removed homosexuality fi-om DSM II, the 
American Psychoanalytic Association expressed its scepticism and kept its distance 
(Bayer, 1981). It could be claimed that the removal was characterised by hypocrisy 
since “sexual orientation disturbance” appeared as a category in its place. In DSM III 
(1980) the term “ego-dystonic homosexuality” referred to people who were not happy
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with their homosexuality. The discriminatory policy was still apparent. This 
diagnostic category supported change of homosexual orientation as a therapeutic goal. 
In DSM III-R (1987) it was removed but still potentially remains in DSM IV-TR 
(2000) under the category “sexual disorder not otherwise specified” including 
“persistent and marked distress about one’s sexual orientation”.
Pathology and discrimination in the field of psychoanalysis started formally to decay 
in 1991 when the American Psychoanalytic Association adopted an explicit policy of 
non-discrimination with regard to sexual orientation in the selection of psychoanalytic 
candidates. In the UK, nearly all the training bodies that belong to the British 
Confederation of Psychotherapists (BCP) and the United Kingdom Conference for 
Psychotherapy (UKCP) have an equal opportunity policy but until recently 
homosexual trainees were banned (Twomey, 2003). In 1997, the American 
Psychoanalytic Association adopted the “Position Statement on the Treatment of 
Homosexual Patients”, which affirms that: (a) homosexuality cannot be assumed to be 
pathological, (b) prejudice negatively affects mental health, and (c) the goal of 
analysis is understanding and not ‘repairing’ an individual’s sexuality (Minutes, 
1999).
It is evident that psychoanalysis has taken some big steps towards accepting sexual 
diversity, a stance that is more ‘in tune’ with contemporary society’s views; however, 
its rigid existing theory on homosexuality, the lack of new ‘normalising’ theories, and 
the bias and prejudice that have characterised the training of psychoanalysts indicate 
that the shift towards a psychoanalytic non-heterosexual affirmative practice is only in 
its infancy. This article will reflect on the relationship between psychoanalysis and 
homosexuality, and discuss its therapeutic implications.
‘Traditional’ Psychoanalytic Theories and Views of Homosexuality
Freud (1905) suggested through his sexual development theory that heterosexuality is 
the normative outcome of the resolution of the Oedipus complex, in which a boy 
identifies with his father and chooses girls as libidinal objects. Conversely,
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homosexuality is characterised by identification with the mother and narcissistic 
choices of same-sex individuals. Lacan also suggested that the homosexual subject 
pursues itself (Dollimore, 1991). It could be argued that Freud’s stance on 
homosexuality is somewhat ambivalent and contradictory. On the one hand, it was 
revolutionary in its support for an innate bisexuality in all of us and, on the other hand, 
it viewed only heterosexuality as mature because it could result in reproduction. 
Roughton (2002) argues that Freud was affected by Darwinian thinking. Furthermore, 
by viewing reproduction as the aim of mature sexuality he moralised sex (Schafer, 
2002) and in a way gave voice to his own super-ego. Although he did not label 
homosexuality as sickness, he opined that it was an arrest of sexual development 
(Freud, 1935). Freud (1905) considered anal and oral sexual behaviour in adults as 
representative of fixations or regressions of libido.
Jung developed three theories in his attempt to understand homosexuality (Hopcke, 
1988). In the first he saw homosexuality resulting fi*om an unresolved dependence on 
the personal mother, for both males and females. “Homosexuals could then be 
described as acting out of identification with their contra-sexual element 
archetypically and projecting their personas on to the others of the same sex” 
(Hopcke, 1988, p. 72). The similarities with Freud’s theory are apparent. His second 
theory also resembles Freud’s view on innate bisexuality. He agrees that 
homosexuality may be ‘enacting out’ an “incomplete detachment fi*om the original 
archetype of the hermaphrodite” (Hopcke, 1988, p. 75). Jung, like Freud, believed that 
homosexuality is a result of psychological immaturity and should not be criminalised. 
In his third theory, which he never fully developed, he sees homosexuality as 
determined by genetic factors (Hopcke, 1988).
Freud’s and Jung’s flexible view of homosexuality was not adopted by later 
psychoanalysts who preferred a more moralistic, pathologising, and conservative 
stance. Anna Freud (1950, cited in Twomey, 2003) viewed homosexuality as an 
illness that could be cured. She concurred that homosexuals attempt to regain their lost 
masculinity through identification with their partners.
25
Klein (1932) asserted that paranoid mechanisms enter “every homosexual activity” 
and felt that “the sexual act between men always in part serves to satisfy sadistic 
impulses” (p. 262). The Kleinian analyst Segal (1990) also declared adult 
homosexuality was pathological owing to the inbuilt narcissistic desire for the same. 
She stated that homosexuality was an attack on the heterosexual couple.
Rado (1969) explained homosexuality as stemming from inappropriate parental 
behaviour. “The parental intimidations towards the child that have as their goal to 
prohibit sexual activity cause the male to see in the mutilated female organ a reminder 
of inescapable punishment” (pp. 212-213). As a result, the individual escapes into 
homosexuality where he is reassured by the presence of the male organs. Her student 
Socarides (1968) asserted that homosexuality is a very serious illness. “The 
homosexual has been unable to pass successfully through the symbiotic and 
separation-individuation phase of early childhood. As a result of this maturational 
failure, there are severe ego deficits” (p. 67). He also concurred that distant 
relationships between fathers and sons play a role in the development of 
homosexuality. Bychowski (1956) described how paranoid/schizoid traits and 
primitive defences play a protagonistic role in the development of homosexuahty.
Many other psychoanalysts (Bergler, 1956; Bieber, I., Bieber, T., Dain, Dince, 
Drellich, Grand, Gundlach, Kremer, Rifkin, & Wilbur, 1962; Fairbaim, 1946; Hendin, 
1978; Kardiner, 1978; Kolb & Johnson, 1955; Ovesey, 1969) described 
homosexuality using words such as personality disorder, phobia, destructive force, 
threat, and megalomania. It is evident that homophobia has been very intense in the 
psychoanalytic discourse.
A Critical Reflection
It is evident that psychoanalysis adopted and replicated a conservative society’s view 
of normality, and with it many flawed assumptions. It perceived gay men as feminine 
and lesbians as butch, thus confusing gender roles and stereotypes with sexual 
orientation. On this note, Corbett (1993) argued that “male homosexuality is a
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differently structured masculinity, not a simulated femininity or non-masculinity” (pp. 
346-347).
Furthermore, psychoanalytic theories relied heavily on the dualist categorisation of 
sexuality as heterosexual and homosexual. Kinsey, Pomeroy, and Martin (1948) were 
the first in modem western history to place sexual orientation in a continuum and 
show its many variations. Recent research (Cohler, 1999; Cohler & Galatzer-Levy, 
2000; Cohler & Hostetler, 2002; French, Story, Remafedi, Resnick, & Blum, 1996; 
Garofalo, Wolf, Wissow, Woods, & Goodman, 1999; Laumarm, Gagnon, Michael, & 
Michaels, 1994) has shown that sexual identity, sexual orientation, and sexual practice 
are fluid and do not always overlap with each other. In her longitudinal study. 
Diamond (2006) presented experiences of women who could not express their sexual 
orientation using only one label and who chose partners according to the primary 
criterion of their emotional feelings towards a person and not his/her gender. 
Hollander (2000) has also noted that many individuals reject the classification of 
sexuality as heterosexual, bisexual, or homosexual. They call themselves 
‘questioning’ in order to express their sexual fluidity. Prior to this research, the 
psychoanalyst Morgenthaler (1984) argued that “there is, in fact, no such thing as 
hetero-, homo-, or bisexuality. There is only sexuality, which . . . ultimately finds a 
specific form of expression for each individual” (pp. 103-104).
Another limitation of existing psychoanalytic theory has to do with the fact that it 
generates causal theories of sexual development without taking into account the 
complexity of sexual orientation and the findings from other disciplines (Auchincloss 
& Vaughan, 2001). For example, there are no data to connect specific family 
structures with the development of non-heterosexuality (Bell, Weinberg, & 
Hammersmith, 1981). Furthermore, it cannot be supported that exposure to sexual 
trauma in childhood can lead to non-heterosexuality (Finkelhor, 1984; Peters & 
Cantrell, 1991). In a systematic critical review of the data concerning the genesis of 
homosexuality, Cohler and Galatzer-Levy (2000) concluded that one can only 
speculate and hypothesise about possible aetiologies. For this reason, Drescher (2002) 
argues that “etiological theories can be listened to as narratives that communicate the 
values of the theorizer” (p. 57).
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One final critique has to do with the fact that in the aforementioned psychoanalytic 
theories and views, on many occasions homosexuality was pathologised through the 
use of clinical cases that linked severe pathology with homosexuality. Clinical cases’ 
findings were applied to general populations and helped to create pathologising 
theories (Roughton, 2002). Mays and Cochran (2001) demonstrated in their study that 
any increased pathology in a homosexual is to the result of social discrimination and 
not innate difficulties.
Contemporary Interpretations and Views of Homosexuality
As society grew more accepting of sexual diversity, psychoanalysis and its rigidity of 
thought became anachronistic. New and bold voices in the field of psychoanalysis 
started to offer interpretations and views of homosexuality that could encompass 
human experience without pathologising it.
Isay (1989) interpreted the choice of the father as the primary sexual object as a 
normal developmental course for homosexual boys. He asserted that heterosexuality 
was not the only mature resolution of this developmental phase. Furthermore, he 
reinterpreted the distant relationship between father and son not as the cause of the 
son’s homosexuality but as the result of the father’s uneasiness with his son. 
Goldsmith (1995, 2001) also criticised the ‘negative’ Oedipus complex and proposed 
the term Orestes model -  after the Greek figure who murdered his mother to avenge 
the death of his father -  to describe the normative experience of homosexual boys in 
which the father is the love object and the mother is the rival. Morgenthaler (1984) 
suggested that a defensive retreat from the primary object of desire should be seen as 
neurotic in homosexual and heterosexual development alike.
Friedman and Downey (2001), using anthropological and biological research data 
from the papers of Erickson (1993) and Wright (1994), rejected altogether the idea of 
the Oedipus complex as a universal phenomenon. They asserted that the Oedipus 
complex may be the result of traumatic family experiences rather than expressive of
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‘normal’ development. This reformulation dismissed the Oedipus complex as an 
explanation of sexual orientation.
Frommer (2000), using clinical vignettes, questioned the idea of homosexual 
narcissism and argued that “subjective experiences of difference are also central to 
same-sex desire” (p. 198) and that “Loving that is termed narcissistic is not about 
whom one loves, but how one loves” (p. 203). Furthermore, Roughton (1997) asserted 
that homosexuals can engage in intimate, committed, and long-lasting relationships. 
Many others (Butler, 1990; Chodorow, 1992; Moss, 1997; Person, 1988; Young- 
Bruehl, 1996) have also legitimised homosexual experience, breaking the tradition of 
pathology and homophobia.
Therapeutic Implications
In view of the traditional psychoanalytic theories on sexual orientation it could be 
argued that therapy that is informed by them can be quite harmfid for any non­
heterosexual client who seeks therapy. Although Freud (1920) did not aim to convert 
homosexuals to heterosexuals, the post-Freudians' rigid, pathologised view of 
homosexuality led to reorientation therapy being seen as the only way to ‘cure’. 
Schafer (2002) argued that there are analysts who still see homosexuality as closely 
related to psychopathology and their therapeutic work focuses on helping the client 
reach a heterosexual genital primacy. Roughton (2002) reported that in reorientation 
therapies, any positive transference towards the psychoanalyst will be used in a 
suggestive, directive way for a ‘successful’ outcome. In this ‘therapeutic context’ 
literature shows that misconducts can occur quite frequently. Auchincloss and 
Vaughan (2001) describe how a male client left in the middle of his treatment after his 
analyst interpreted his homosexuality as a phobia or a narcissistic disorder and said 
“it’s a defence against fears of the female genitals or an immature and narcissistic 
developmental arrest” (p. 1179). Unfortunately, recent research indicates that some 
gay clients believe that therapy with a psychoanalyst can be very difficult if not 
impossible (Milton, Coyle, & Legg, 2002) and that reorientation therapy is still 
practised by many psychoanalysts (Bartlett, King, & Phillips, 2001; Macintosh, 1994).
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This, however, is not the whole picture of psychoanalytic practice in relation to sexual 
orientation. Many psychoanalysts, in accordance with the formal renunciation of 
homosexuality as pathology, have suggested new ways of working psychoanalytically 
in a gay-affirmative way. Roughton (2002) asserts that:
“an unbiased, analytically oriented treatment is grounded in respect of the 
individual’s autonomy, operates in a spirit of collaborative curiosity and exploration, 
has no preconceived notion about what needs to be fixed, and aims to reduce inner 
conflicts so that the individual may have greater Jfreedom to make conscious choices 
about life goals” (p. 752).
The way in which Vaughan (1999) worked with her lesbian client is indicative of the 
above therapeutic stance. Her client started to have heterosexual fantasies. Instead of 
rushing to interpret this as the client’s wish to become heterosexual, Vaughan kept an 
open-minded stance. Afi;er some time it became apparent that this was a defensive 
heterosexual fantasy since the client was afiuid of losing her autonomy by committing 
to her female partner. It could be argued, however, that an unbiased analytic 
exploration and curiosity may be an overwhelming task if one takes into account not 
only the background of psychoanalytic theory and training but also one’s personal 
bias, prejudice, and beliefs that were moulded through years of cultural and social 
conditioning. The latter can take the form of microaggressions (Sue & Sue, 2008) in 
the therapeutic room, which could be expressed consciously or unconsciously. For 
example, an analyst may express interest only in the heterosexual experiences of their 
bisexual client and thus convey to the individual their disapproval.
Auchincloss and Vaughan (2001) have also contributed towards a gay-affirmative 
psychotherapeutic practice. They argued for an analysis that is less preoccupied with 
aetiology and more interested in clients’ phenomenology. Frommer (1994) mentions 
the importance of neutrality and it could be argued that for neutrality to be achieved 
one must recognise and feel comfortable with one's own bisexuality (Mendoza, 2001). 
Consequently erotic transference and countertransference could develop without
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defensive distortions and thus create a “transformational opportunity in the analytic 
process” (Mann, 1999, p. 12).
All of the above therapeutic qualities could greatly enhance a client’s facility for 
improved relationships with the self and others. Psychoanalysis may be characterised 
by a lack of affirmative theories on non-heterosexual orientations; however, it could 
be argued that an unbiased stance and a continued reflection on the self and the 
therapeutic process can be ‘good enough’ conditions for the development of a 
psychoanalytic non-heterosexual affirmative practice.
Conclusion
The relationship between psychoanalysis and homosexuality has been characterised 
by discrimination, prejudice, and pathologising labelling. It seems that Freud (1905) 
was over-optimistic when he said that only psychoanalysts “can have any possibility 
of forming a judgement that is uninfluenced by their own dislikes and prejudices” (p. 
133). It could be argued that throughout the twentieth century psychoanalytic practice 
caused harm to clients who had difficulty in identifying themselves as heterosexual. 
Even now, there are psychoanalysts who retain the old views of homosexuality as 
arrested development and pathology. One could argue that these individuals suffer 
from ‘conformity disorder’ with regard to anachronistic theories. Perhaps a formal 
denouncement of all discriminatory theories on non-heterosexual orientations from 
psychoanalytic organizations would take us forward. It is evident that somewhere 
along the way psychoanalysis lost its revolutionary character and its capacity to 
question established stereotypes and knowledge: its own theories became the ‘black 
cloud’ of its development.
It could, however, be asserted that contemporary psychoanalysis is characterised by a 
plurality of distinct voices that have the capacity for greater self-reflection. The latter 
could be further enhanced if psychoanalytic institutes provided training to help the 
trainees to explore their own sexuality and sexual prejudices (Izzard, 2000). It could 
be argued that psychoanalytic discourse has a lot to gain in the future by adopting an
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unbiased, open-minded, and explorative stance with regard to the following questions 
posited by Roughton (2002):
“Can we conceptualise a normal boyhood for a gay boy? Do we dare speak of 
‘homosexual genital primacy’? What is the oedipal configuration of a child with two 
parents of the same gender? And how does it differ if the parents are both women or 
both men -  and if the child is of the same gender or different? Can we define 
masculinity other than as the absence of feminine traits? Can we get over the idea that 
gender is the only defining category in sexual relationships?” (pp. 753-754).
32
References
American Psychiatric Association (1980). Diagnostic and statistical manual o f mental 
disorders (DSM III), third edition. Washington, D.C.: American Psychiatric 
Association.
American Psychiatric Association (1987). Diagnostic and statistical manual o f mental 
disorders (DSM III R), third edition revised. Washington, D.C.: American 
Psychiatric Association.
American Psychiatric Association (2000). Diagnostic and statistical manual o f mental 
disorders (DSMIV-TR), fourth edition. Washington, D.C.: American Psychiatric 
Association.
Auchincloss, E. L., & Vaughan, S. C. (2001). Psychoanalysis and homosexuality: Do 
we need a new theory? Journal o f the American Psychoanalytic Association, 49, 
1157-1181.
Bailey, D. S. (1955). Homosexuality and the western Christian tradition. London/New 
York/Toronto: Longmans Green.
Bartlett, A., King, M., & Philhps, P. (2001). Straight talking: An investigation of the 
attitudes and practice of psychoanalysts and psychotherapists in relation to gays 
and lesbians. British Journal o f Psychiatry, 179, 545-549.
Bayer, R. (1981). Homosexuality and American psychiatry: The politics o f diagnosis. 
New York: Basic Books.
Bell, A., Weinberg, M., & Hammersmith, S. (1981/ Sexual preference: Its 
development in men and women. Bloomington: Indiana University Press.
Bergler, E. (1956). Homosexuality: Disease or way o f life. New York: Hill & Wang.
33
Bieber, L, Bieber, T. Dain, H., Dince, P., Drellich, M., Grand, H., Gundlach, R. 
Kremer, M., Rifkin, A., & Wilbur, C. (1962). Homosexuality: A psychoanalytic 
study. New York: Basic Books.
Butler, J. (1990). Gender trouble: Feminism and subversion o f identity. New York: 
Routledge.
Bychowsky, G. (1956). The ego and the introjects. Psychoanalytic Quarterly, 25, 11- 
36.
Bynum, B. (2003). Discarded diagnoses. Lancet, 359, p. 2284.
Chodorow, N. (1992). Heterosexuality as a compromise formation: Reflections on the 
psychoanalytic theory of sexual development. Psychoanalysis and 
Contemporary Thought, 15, 267-304.
Cohler, B. (1999). Sexual orientation and psychoanalytic study and intervention 
among lesbians and gay men. Journal o f  Gay and Lesbian Psychotherapy, 3, 
35-60.
Cohler, B., & Galatzer-Levy, R. (2000). The course o f gay and lesbian lives: Social 
and psychoanalytic perspectives. Chicago: University of Chicago Press.
Cohler, B., & Hostetler, A. (2002). Aging, intimate relationships, and life story among 
gay men. In R.S. Weiss & S.A. Bass (Eds.), Challenges o f the third age: 
Meaning and purpose in later life (pp. 137-160). New York: Oxford University 
Press.
Corbet, K. (1993). The mystery of homosexuality. Psychoanalytic Psychology, 10 (3), 
345-347.
Diamond, L. (2006). What we got wrong about sexual identity development: 
unexpected findings from a longitudinal study of young women. In A. M.
34
Omoto and H. S. Kurtzman (Eds.), Sexual orientation and mental health: 
Examining identity and development in lesbian, gay, and bisexual people (pp. 
37-53). Washington, DC, US: American Psychological Association.
Dollimore, J. (1991). Sexual dissidence. Augustine to Wilde, Freud to Foucault. 
Oxford: Oxford University Press.
Drescher, J. (2002). Causes and becauses: on etiological theories of homosexuality. 
The Annual o f Psychoanalysis, 30, 57-68.
Erickson, M., T. (1993). Rethinking Oedipus: An evolutionary perspective of incest 
SLVoiddûiCQ. American Journal o f Psychiatry, 150, 411-416.
Fairbaim, W. R. D. (1946). Object relationships and dynamic stmcture. The 
International Journal o f Psychoanalysis, 27, 30-37.
Finkelhor, D. (1984). Child sexual abuse: New theory and research. New York: Free 
Press.
French, S. A., Story, M., Remafedi, G., Resnick, M. D., & Blum, R. W. (1996). 
Sexual orientation and prevalence of body dissatisfaction and eating disordered 
behaviors: A population-based study of adolescents. International Journal o f 
Eating Disorders, 19 ,119-126.
Freud, S. (1905). Three essays on the theory of sexuality. Standard Edition, 7, 125- 
245.
Freud, S. (1920). The psychogenesis of a case of homosexuality in a woman. Standard 
Edition 18, 147-172.
Freud, S. (1935). Letter. American Journal o f Psychiatry, 107, 786.
35
Friedman, R., & Downey, J. (2001). The oedipus complex and male homosexuality. In 
P. Hartocollis (Ed.), Mankind’s Oedipal Destiny: Libidinal and Aggressive 
Aspects o f Sexuality (pp. 113-138). Madison, CT: International University 
Press.
Frommer, M. (1994). Homosexuality and psychoanalysis: Technical considerations 
revisited. Psychoanalytic Dialogues, 4 ,214-251.
Frommer, M. (2000). Offending gender: Being and wanting in male same-sex desire. 
Studies in Gender and Sexuality, 1 ,191—206.
Garofalo, R., Wolf, R. C., Wissow, L. S., Woods, E.R., & Goodman, E. (1999). 
Sexual orientation and risk of suicide attempts among a representative sample of 
youth. Archives o f Pediatrics and Adolescent Medicine, 153,487-493.
Goldsmith, S. (1995). Oedipus or Orestes? Aspects of gender identity development in 
homosexual men. Psychoanalytic Inquiry, 15, 112-124.
Goldsmith, S. (2001). Oedipus or Orestes? Homosexual men, their mothers, and other 
women revisited. Journal o f the American Psychoanalytic Association, 49, 
1269-1287.
Hendin, H. (1978). Homosexuality: The psychosocial dimension. Journal o f the 
American Academy o f Psychoanalysis, 6 ,479-496.
Hollander, G. (2000). Questioning youths: Challenges to working with youths forming 
identities. School Psychology Review, 2 9 ,173-179.
Hopcke, R. (1988). Jung and homosexuality: A clearer vision. Journal o f Analytical 
Psychology, 33,65-80.
Isay, R., A. (1989). Being homosexual: Gay men and their development. New York: 
Farrar, Strauss & Giroux.
36
Izzard, S. (2000). Psychoanalytic psychothrapy. In D. Davies and C. Neal (Eds.), 
Therapeutic perspectives on working with lesbian, gay and bisexual clients (pp. 
106-121). Buckingham: Open University Press.
Jacobi, J. (1969). A case of homosexuality. Journal o f Analytical Psychology, 14 (1), 
48-64.
Kardiner, A. (1978). The social distress syndrome of our time: Part 2. Journal o f the 
American Academy o f Psychoanalysis, 6 ,215-230.
Kinsey, A., Pomeroy, W., & Martin, C. (1948). Sexual behavior in the human male. 
Philadelphia, PA: Saunders.
Klein, M. (1932). The psychoanalysis o f children. London: Hogarth.
Kolb, L., & Johnson, A. (1955). Etiology and therapy of overt homosexuality. 
Psychoanalytic Quarterly, 24, 506-515.
Laumann, E. O., Gagnon, J. H., Michael, R. T., & Michaels, S. (1994). The social 
organization o f sexuality: Sexual practices in the United States. Chicago: 
University of Chicago Press.
Macintosh, H. (1994). Attitudes and experiences of psychoanalysts in analyzing 
homosexual patients. Journal o f the American Psychoanalytic Association, 42, 
1183-1208.
Mann, D. (Ed.) (1999). Erotic transference and countertransference: Clinical practice 
in psychotherapy. Hove and New York: Brunner-Routledge.
Mays, V. M., & Cochran, S. D. (2001). Mental health correlates of perceived 
discrimination among lesbian, gay, and bisexual adults in the United States. 
American Journal o f  Public Health, 91, 1869—1876.
37
Mendoza, S. (2001). Genital and phallic homosexuality. In C. Harding (Ed.), 
Sexuality: Psychoanalytic perspectives (pp. 153-169). Hove: Brunner-Routledge.
Milton, M., Coyle, A & Legg, C. Defining the Domain (2002). In A. Coyle and C. 
Kitzinger (Eds.), Lesbian and gay psychology: New perspectives (pp. 175-197). 
Malden, MA: Blackwell Publishers
Minutes (1999, December). Meeting o f the executive council, American 
Psychoanalytic Association.
Morgenthaler, F. (1984). Homosexuality, heterosexuality, perversion, transi. A. Aebi. 
Hillsdale, NJ: Analytic Press.
Moss, D. (1997). On situating homophobia. Journal o f the American Psychoanalytic 
Association, 45, 201-216.
Ovesey, L. (1969). Homosexuality and pseudohomosexuality. New York: Science 
House.
Person, E. (1988). Dreams o f love andfateful encounters: The power o f romantic love. 
New York: Norton.
Peters, D., & Cantrell, P. (1991). Factors distinguishing samples of lesbian and 
heterosexual women. Journal o f Homosexuality, 21, 1-15.
Rado, S. (1969). Adaptational psychodynamics: Motivation and control. New York: 
Science House.
Roughton, R. (1997). Current trends in gay/lesbian issues. Psychoanalytic Cleveland,
8  {2) ,  1- 10.
38
Roughton, R. (2002). Rethinking homosexuality: What it teaches us about 
psychoanalysis. Journal o f the American Psychoanalytic Association, 50, 733- 
764.
Schafer, R. (2002). In male nonnormative sexuality and perversion in psychoanalytic 
discourse. Annual o f Psychoanalysis, 30,23-35.
Segal, H. (1990). Hanna Segal interviewed by Jacqueline Rose. Women a Cultural 
Review, 1 ,198-214.
Socarides, C. (1968). The overt homosexual. New York: Grune & Stratton.
Sue, D., W., & Sue D. (2008). Counseling the culturally diverse. Theory and practice, 
(5* Edition). New Jersey: John Willey & Sons, Inc.
Twomey, D. (2003). British psychoanalytic attitudes towards homosexuality. Journal 
o f Gay & Lesbian Psychotherapy, 7, 7-22.
Vaughan, S. (1999). The hiding and revelation of sexual desire in lesbians: The lasting 
legacy of developmental traumas. Journal o f Gay and Lesbian Psychotherapy, 
3, 81-90.
Wright, R. (1994). The Moral animal. New York: Vintage Books.
Young-Bruehl, E. (1996). The anatomy o f prejudices. Cambridge: Harvard University 
Press.
39
Essay 3
Acceptance and Commitment Therapy: Cultivating Psychological Flexibility for
a Valued Life
Introduction
Acceptance and Commitment Therapy (ACT) is a mindfulness, acceptance, and 
values-hased psychotherapy that has its origins in behavioural and cognitive 
behavioural orientations (Hayes, Masuda, & De Mey, 2003). ACT supports the idea 
that unpleasant experiences and emotional pain are also a ‘normal’ part of the human 
condition, and does not adopt the position of contemporary Western psychology 
which asserts that people can be psychologically ‘healthy’ and happy depending on 
their social environment and lifestyle (Harris, 2006). Thus, ACT attempts to help 
clients see suffering as part of living and through cultivating experiential acceptance 
helps people to lead the life that they most desire according to their values. Although 
symptom reduction itself is not a goal, through the above-mentioned process clients 
cease to be affected as much by their negative experiences, stop struggling with them, 
and hence start to experience less distress and engage with life in a way meaningfiil to 
them.
After a short introduction to the history of behaviour-based therapies, the present 
paper gives an overview of ACT by presenting its philosophical and theoretical 
positions, and its intervention principles as practised through my clinical experience 
so far. Furthermore, it reflects on the role of the therapeutic relationship within the 
ACT framework and presents the research that supports the use of ACT in a variety of 
health conditions. Finally, it critically discusses whether ACT is new and unique or 
whether it shares similarities with other approaches.
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The Waves of Behaviour Therapy
Behaviour-based therapies are represented in three waves: (1) traditional behavioural 
therapy, (2) cognitive-behavioural therapy (CBT), and (3) mindfiilness-based 
cognitive behavioural therapy (Hayes, 2004).
The first wave. Behavioural therapy grew out of a desire to link theory, 
scientific empiricism and clinical practice (Bach & Moran, 2008). The first wave 
initiated the development of exposure, reinforcement schedules, systemic 
desensitisation, and classical conditioning (Catama, 1998). The first-wave focused on 
overt target behaviours and lacked an adequate account of human language and 
cogmtion. Although this resulted in a limited interpretation of the human psyche, 
behavioural therapeutic techmques (i.e. exposure, extinction, reinforcement) continue 
to be essential in the provision of both second- and third-wave CBT.
The second wave. CBT emerged as a natural development of behavioural 
therapy, adding the cognitive meditational processes that were missing in the equation 
of human behaviour. Beck’s (1972) focus on distorted thinking patterns such as 
‘overgeneralization’, ‘all or none thinking’, ‘selective perception’, and Ellis and 
Greiger's (1977) attention to dysfunctional evaluative beliefs about the self, others and 
the world brought to the fore the role of cognitions in human suffering and pinpointed 
the importance of altering unhelpful thoughts in order to alleviate emotional distress 
and bring about behavioural change. CBT is now broadly practised and empirical 
evidence shows that it is an effective approach (Dobson, 1989; Haaga & Davison, 
1993; Hazjler & Bemand, 1991).
The third wave. Whereas CBT tries to dispute, restructure and change thought 
content in order to decrease human distress , third-wave therapies like ACT (Hayes, 
Strosahl, & Wilson, 1999), Dialectical Behaviour Therapy (DBT; Linehan, 1993), 
Mindfulness-Based Cognitive Therapy (MBCT; Segal, Williams, & Teasdale, 2002),
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and meta-cognitive approaches (Wells, 2000) take a different approach by focusing on 
changing the relationship between the person and their thoughts (Hayes, Follette, & 
Linehan, 2004) through strategies such as acceptance, dialectics, mindfulness, and 
cognitive defusion (Teasdale, 2003). Their therapeutic rationale seems promising for 
dealing with clinical concerns (Hayes, Luoma, Bond, Masuda, & Lillis, 2006).
Philosophical and Theoretical Underpinnings
ACT is philosophically and theoretically supported by fimctional contextualism (FC; 
Gifford & Hayes, 1999) and Relational Frame Theory (RFT; Hayes, Bames-Holmes, 
& Roche, 2001). FC supports the idea that it is the context in which unhelpfiil 
thoughts take place that determines their consequences (Ciarrochi, Robb, & Godsell,
2005). Functional contextualists do not focus on the content of a thought and whether 
is rational or not but on the function of a thought within a context; the question that 
the client has to answer is “Does this thought serve a valued purpose? ”.
RFT is a fimctional contextual account of human language and cognition (evaluative 
thoughts, memories, images). RFT asserts that although linguistic and cognitive 
processes are responsible for human evolution they can also cause suffering when they 
are inconsistent with an individual’s experience, and when people become fused with 
their thoughts in such a way that their behaviour is dictated by them and is 
characterised by experiential avoidance (Bach & Moran, 2008). On such occasions, 
the inability to change behaviour even though doing so would serve the individual’s 
personal values is best described by the term psychological inflexibiUty (Hayes, 
Strosahl, Bunting, Twohig, & Wilson, 2004).
The Application of ACT
ACT targets psychological inflexibility using the six core processes of acceptance, 
cognitive defiision, being present, self as context, values, and committed action 
(Hofinann & Asmundson, 2008). The goal of these processes is to help clients live a
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rich and meaningful life while accepting the pain that inevitably goes with it. Through 
therapy, people leam to accept the unpleasant parts of their private experiences 
(unwanted thoughts, feelings, sensations, urges, images, memories) and limit their 
negative impact on behaviour and on living the life that they want. Although the goal 
is not to reduce ‘symptoms’ or alter the content of distressing thoughts, through 
changing the relationship one has with them the result is greater psychological 
flexibility, frustration tolerance, engagement with a valued life, and subsequent 
symptom reduction.
What follows is a summary of the use of the six core processes in ACT, illustrated 
with examples from my clinical experience so far with this model. The client 
presented in this paper, Mr P, is a 35-year-old male who came for help with the 
psychological and physical symptoms he was experiencing because of his diabetes.
Acceptance. Acceptance is taught as an alternative to experiential avoidance 
(Hayes & Luoma, 2006). Initially, clients are invited to talk about how they have tried 
to get rid of unwanted private experiences and then asked whether the attempt brought 
them closer to the life they want. The therapist then increases the clients’ awareness 
that emotional control or avoidance strategies are responsible for their increased 
suffering and difficulty in leading a valued life.
Mr P came for therapy feeling overwhelmed by the stress, agitation, tiredness and 
headaches that he was experiencing with high blood sugars. In our first session 
together the client said that he was trying to control and obviate his symptoms by 
over-injecting himself with insulin. Although this resulted in immediate short relief it 
had a negative effect on his diabetes management and also prevented him from being 
the man he wanted to be in his relationships and in his work. I invited Mr P to use the 
Chinese finger trap and used his struggle to get his fingers out of the trap as a 
metaphor for his struggle with his symptoms. Metaphors are used regularly in ACT 
because they can have an impact without invoking the client's normal verbal defences 
(Hayes et al., 1999). Although it is quite a simple technique, the client realised that the 
more he fights his distress the more he gets caught up with it. This experience brought
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Mr P to see how his struggle and preoccupation with his symptoms might make their 
‘grip’ more powerful on him and his everyday life.
Acceptance rationales and exercises used by ACT have been shown to significantly 
increase pain tolerance (Hayes, Bissett, Zettle, Rosenfarb, Cooper, & Grundt, 1999) 
and the willingness of panic-disordered clients to be exposed to anxiety-inducing C02 
gas challenges (Levitt, Brown, Orsillo, & Barlow, 2004).
Cognitive defusion. Cognitive fusion is used to describe a state where 
thoughts are perceived as being the literal truth or rules that must be obeyed (Harris,
2006). When this happens, thoughts greatly influence behaviour. Through the use of 
cognitive defusion in ACT, clients receive help to distance themselves from thoughts 
and observe language without being caught up in it. Through defusion clients are less 
attached to their thoughts and their ‘truth’. This also makes acceptance of ‘what is’ 
less challenging. In contrast to CBT, cognitive defusion techniques do not involve 
disputing unwanted thoughts (Harris, 2006).
I practised cognitive defiision with Mr P when he was having self-deprecating 
thoughts such as “I am a failure”. I invited him to hold this thought in his mind for a 
minute, see it as an absolute truth and then notice how it affected him. The client said 
that it made him feel hopeless and tired. Then I told Mr P to insert the phrase “I’m 
having the thought that...” in front of it and then again notice what happened. The 
client realised that the negative impact of his thought was decreased. He was educated 
to practise cognitive defusion himself and this helped him to be more tolerant of 
distressing thoughts and also less moody when his blood sugars were high.
Studies have shown that cognitive defiision techniques decrease discomfort and 
believability of negative self-referential thoughts (Masuda, Hayes, Sacket, & Twohig, 
2004) and increase pain tolerance of electric shock (McMullen, Bames-Holmes, D., 
Bames-Holmes, Y., Stewart, Luciano, & Cochrane, 2008).
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Being present. ACT promotes ongoing non-judgemental contact with 
psychological and environmental events as they occur (Hayes & Luoma, 2006). 
Through this way of relating with internal and external occurrences, clients become 
experientially more aware, more fluid, and these qualities help them to taking actions 
towards living a life that they want. ACT uses mindfulness techniques to bring full 
awareness to the ‘here and now’ and to help chents engage fully with whatever they 
are doing.
In our fourth session together I practised a mindfulness exercise with Mr P focused on 
the experience of eating a cashew nut. I invited the chent to eat the cashew very 
slowly and attend fully to the taste and texture of the nut and the sensations that arose. 
I informed him that if distracting thoughts and feelings came into his mind while he 
was doing this to allow them to come and go and continue focusing on his experience 
of eating. Mr P told me that he had never had such a ‘full-flavoured’ cashew before. I 
used his experience with the cashew to draw an analogy with how his diabetic 
symptoms were distracting him from experiencing and achieving things that he 
valued. He was given an exercise requiring him mindfully to be with his partner when 
his blood sugars were a little above average. In our next session together Mr P 
reported that although he found the exercise challenging, he didn’t feel overwhelmed 
by the discomfort that high blood sugars gave him and he avoided injecting himself 
with insulin.
Self as context. ACT fosters the belief that people are more than their 
thoughts, feelings, memories, urges, and sensations; that there is a transcendent sense 
of self that is characterised by a continuity of consciousness. The self is seen as the 
‘container’, the context in which people's constantly changing private experiences 
occur. From this perspective, individuals become less attached to a conceptualised 
sense of self and more cognitively and behaviourally flexible (Pierson & Hayes,
2007).
The chessboard metaphor (Hayes et al., 1999) was used with Mr P in order to help 
him disidentify with his debilitating diabetic identity of the self and realise that
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diabetes is only a part of him and cannot define his hfe. Mr P was asked to imagine a 
chessboard where one set of pieces represented his diabetic symptoms and the other 
his ways of dealing with them. He was helped to see that if he disidentified with both 
sets and saw himself as the chessboard that contained everything, he would no longer 
be preoccupied with this battle and he could focus on acquiring what he found most 
important in life.
Values. It is only within the context of values that acceptance, cognitive 
defusion, being present, self as context, and action are brought together into a 
meaningful whole (Hayes et al., 2003). That is why clients’ values are usually 
explored during the first sessions to provide a direction and an incentive for the work 
that is to come. The effectiveness of the values component in ACT is supported by 
research (Dahl, Wilson & Nilsson, 2004).
In my second session with Mr P, after exploring the effects that his diabetes-related 
distress had on his life and the inefficient methods with which he tried to control it, I 
asked him “What would you like your life to stand for? How would you like to live 
your life?”. The client answered that he would like to be able to have a relationship 
with his partner and enjoy his job without his diabetic symptoms interfering. His 
words gave me the opportunity to explore whether he was willing to live a life that he 
valued while allowing at the same time some feelings of distress to come and go. The 
client said that he was willing to try. The ACT values sheet gave us the opportunity to 
enhance his commitment for change through the exploration of other things in life that 
he valued (i.e. friendships, being creative).
Committed action. When values are clarified, achievable goals that embody 
those values and actions that might help those goals to be reached are identified 
(Hayes et al., 2003). At this point, defiision and acceptance become ‘tools’ that the 
client uses when doing exposure work that is in line with his desire to lead a valued 
life.
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Currently, my work with Mr P focuses on helping him to use cognitive defiision, 
acceptance and mindfulness when he has high blood sugars in order to be able to 
engage in valued activities. Every week we collaboratively set a different goal in 
accordance with his values (e.g. going for a walk with his partner while having a 
‘hyper’, engaging in creative writing). Although Mr P finds his ‘missions’ 
challenging, at the same time he reports greater confidence in himself and in his 
ability to tolerate finstration and do things he values.
The Therapeutic Relationship
The therapeutic relationship in ACT reflects its philosophy and core processes. This is 
very well presented in the following quote:
“...An empowering therapeutic relationship, from an ACT perspective, is an 
accepting, loving, compassionate, mindful, and creative relationship between two 
conscious and transcendent human beings, who are working together to foster more 
committed and creative ways of moving towards valued ends” (Pierson & Hayes, 
2007, p.225).
The therapeutic relationship fosters acceptance by being a loving relationship that 
embraces all presented material whether it is ‘good’ or ‘bad’, challenging or not. A 
defused stance is adopted that is characterised by a detachment from conceptualised 
meanings and a focus on the functionality and ‘workability’ of ideas. The relationship 
itself becomes a creative ‘playground’, the context in which therapist and client build 
the skills to contact the present moment (thoughts, feelings, physical sensations) and 
build up flexibility towards a values-committed action. The therapeutic relationship 
values the client and is committed to being active and alive for the client.
47
Research on ACT
Clinical studies show that ACT is very promising. It has proved to be effective in a 
variety of health conditions such as depression (Zettle & Rains, 1989), psychosis 
(Bach & Hayes, 2002), chronic pain (Dahl et al., 2004), diabetes management (Greg, 
2004), eating disorders (Heffiier, Sperry, Eifert, & Detweiler, 2002), epilepsy 
(Lundgren & Dahl, 2005), smoking (Gifford, Kohlenberg, Hayes, Antonuccio, 
Piasecki, Rasmusssen-Hall, & Palm, 2004), chronic drug addiction (Walser & Hayes, 
1995), and exhibitionism (Paul, Marx, & Orsillo, 1999). Furthermore, ACT proved to 
be superior to behaviour therapy in reducing worksite stress (Bond & Bunce, 2000), to 
CBT therapy in reducing distress in end-stage cancer patients (Branstetter, Wilson, 
Hildebrant, & Mutch, 2004), and to cognitive behavioural group therapy in decreasing 
public speaking anxiety (Block, 2002). Finally, ACT seems also to have a positive 
impact on therapists since it increases their effectiveness (Strosahl, Hayes, Bergan, & 
Romano, 1998) and reduces burnout (Hayes, Bisset, Roget, Padilla, Kohlenberg, 
Fisher, Masuda, Pistorello, Rye, Berry, & Niccolls, 2004).
Discussion
There has been a lot of discussion in the literature about the originality, uniqueness 
and difference of ACT from other therapeutic approaches. It is true that ACT’s 
philosophy and practice borrow elements from Buddhism (Hayes, 2002) and Eastern 
holistic approaches such as Morita Therapy (Hofrnann, 2008) in terms of the 
inevitability of suffering in life, and the importance of mindfulness and committed 
action towards a valued life. I have the impression, however, that, together with other 
mindfulness-based approaches, it refreshes Western psychotherapy since instead of 
trying to reduce symptoms it helps clients to develop a different way of relating to 
their experiences and life circumstances. Through this liberating process the clients 
move towards living a life that they desire while accepting distress as a fluid 
condition. In this effort to change the relation with the inevitable distress that is 
attached to life, the therapist becomes like a ‘role model’. My limited experience tells 
me that ACT therapists have to ‘practise what they preach’ in their personal lives and
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in the ‘here and now’ in order to be congruent and effective in their therapeutic work.
I believe that makes the provision of ACT challenging but also personally and 
professionally rewarding when one believes and adheres to its philosophy.
In terms of its relationship with CBT, ACT is different in that it uses different emotion 
regulation strategies (Hofinann & Asmundson, 2008). CBT favours cognitive 
reappraisal and restructure, whereas ACT uses mindfiilness and acceptance to 
counteract distress that arises from suppression and experiential avoidance (Hofrnann,
2008). What they have in common, however, is their desire to help clients to live 
fully, employing all their potential, the life that they want. In my current placement I 
see myself embracing both approaches and trying to use them in a flexible way that 
acknowledges the centrality of the client’s personality in the effectiveness of the 
therapeutic techniques used. After all, perhaps it is not the ‘label’ (first wave, second 
wave, third wave) that is most important but rather the functional effectiveness of the 
medium used.
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Introduction to the Therapeutic Practice Dossier
The therapeutic practice dossier contains an overview of the three clinical placements 
I have undertaken as part of my training. In addition, it includes my final clinical 
paper, which provides the reader with a more personalised and detailed account of my 
evolving identity as a counselling psychologist.
At this point, it is important to remind the reader that any information relating to the 
clients’ identity has been altered or kept to a minimum, in order to preserve the 
clients’ anonymity. All clients have been given pseudonyms and placement 
identifying details have been excluded.
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Description of Clinical Placements
First-Year Placement: University Counselling Centre 
October 2008 -  July 2009
My first-year placement was at a university counselling centre that offered services to 
university staff and students fi*om a broad range of cultures and nationalities 
presenting with a variety of psychological difficulties; these included anxiety and 
stress, bereavement and loss, depression, drug and alcohol dependency, eating 
disorders, relationship difficulties, self-harm, sexual identity issues and sexual abuse. 
Individuals were self-referred and occasionally students were referred by their tutors. 
The service offered both short-term and longer-term counselling, the duration being 
agreed jointly by the client and the therapist. Most people chose to have individual 
counselling but sometimes couples came together for help with their relationship. The 
counselling centre also ran group workshops on topics such as stress and anxiety. A 
team of seven practitioner psychologists provided services using a variety of 
therapeutic approaches: namely, integrative, psychodynamic, person-centered and 
psychosynthesis. This team also included counselling psychologists in training.
My responsibilities included providing individual therapy to students and updating the 
client database. Throughout this placement I had individual weekly supervision of an 
integrative nature. Furthermore, I attended monthly clinical meetings, which provided 
a space for anyone wanting to present a client, share some difficult or special 
moments of their therapeutic work or discuss any other issue in relation to the 
organization and their work. I really appreciated the fact that, although a trainee, I felt 
like a member of the team. In these meetings, I had the opportunity to gain insight 
from the diverse personal, theoretical and professional experience of those in the 
room.
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My personal and professional development was also fostered by monthly seminars 
that were presented by members of the counselling team on topics of therapeutic 
practice that were jointly decided by the whole team, including trainees. The seminars 
were great learning experiences because they were informed both by theory and by 
clinical practice in relation to the theme presented. Within this context, I also 
prepared and conducted a seminar on working with LGBT and culturally diverse 
clients.
58
Second-Year Placement: An NHS Psychotherapy Department
September 2009 — July 2010
My second-year placement was within a secondary care psychotherapy department in 
the NHS that provided short-term (six to eight months) and long-term (one to two 
years) psychodynamic individual and family systemic therapy. Referrals to the 
service were accepted from the full range of NHS, Social Services and related 
professionals. These included Psychiatry and Community Mental Health Team 
(CMHT) services. People who were referred to the department had usually had some 
brief intervention, either in primary care or CMHT. Commonly presented issues 
included depression, self-harm, suicidal ideation, history of abuse, anxiety and stress, 
bereavement and loss, and relationship difficulties. The psychotherapy department's 
team was comprised of four psychodynamically-oriented therapists and two systemic 
family therapists. This team also included training psychotherapists and counselling 
psychologists.
I was very fortunate to do both psychodynamic work with individuals and family 
systemic work, being supervised separately for each one of them. More specifically, 
for my individual therapeutic work, I received individual and group supervision from 
two psychotherapists who worked from an eclectic psychodynamic perspective. 
Within the family systemic therapy work context, supervision and feedback were 
provided through discussion of clients’ cases and the conduction of reflecting teams.
During this placement, I also attended a psychiatric ward round that included other 
mental health professionals who were involved in the care of one of my family 
therapy clients. This provided me with the opportunity to share with the other 
professionals the family therapy team’s work and to gain further insight into the 
client's case thanks to the diverse theoretical and professional experience of those in 
the room. The family therapy team of which I was part encouraged its members’
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continuing personal and professional development. For that reason, I was given the 
opportunity to participate and present our work in two family therapy forums, entitled 
“Formation of a new family therapy team: reflecting on dynamics, challenges and 
opportunities” and “The experience of trainee counselling psychologists in family 
therapy”. These forums were conducted within the NHS and were attended by 
multidisciplinary teams. Finally, during my placement I received one day’s training on 
the use of RIO, which is an NHS client database.
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Third-Year Placement: Community Health Psychology Service in the NHS
October 2010 — July 2011
In my third year, I worked in a Community Health Psychology Service in the NHS. 
The service provided for the psychological needs of individuals (and their carers) 
whose psychological difficulties were interrelated with a physical health problem such 
as diabetes, cancer, chronic pain, eyesight and hearing problems, and stroke. 
Referrals were accepted by general practitioners or other health professionals who 
were in contact with the clients. The orientation followed by the service in which I 
worked was informed by Cognitive Behavioural Therapy (CBT) and Acceptance and 
Commitment Therapy (ACT). Clients were offered one or two assessment sessions, 
which were followed by six to eighteen weekly therapy sessions, depending on the 
clients’ needs. The Community Health Psychology team was comprised of clinical 
psychologists and trainee counselling psychologists.
My placement was split in terms of the client groups that I was working with. One day 
I worked with diabetics and another day with people who presented with a variety of 
physical health problems. My responsibilities included providing individual therapy to 
clients and updating the RIO client database every week. I received individual 
supervision from two clinical psychologists for every working day in my placement.
During my placement I also had the opportunity to attend a Community Health 
Psychology team meeting that helped me familiarise myself with the development of 
the service, its fimding, its collaboration with other services in NHS and the research 
being conducted within the Health Psychology Department. I also attended a seminar 
entitled “Information governance in the NHS” and a workshop entitled “Socratic 
questioning and motivation within the CBT approach”. The seminar was an invaluable 
experience because it offered practical guidelines to ensure the safeguarding of client 
data within the NHS and specifically in the RIO audit programme. The workshop was
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a very good learning experience because it not only focused on theory but also had an 
experiential component (i.e. role playing), which facilitated my awareness and 
practice of theory-informed CBT.
62
Final Clinical Paper
Learning the Acrobatics of Reflectiveness and Relatedness
My interest in counselling psychology started to develop during the course of my first 
psychology degree and while I was having my clinical practice in a psychiatric 
hospital in Greece. Within the academic context, I had the opportunity to benefit from 
extensive lectures on the person-centered approach (Rogers, 1959) and critical 
psychology (Prilleltensky & Nelson, 2002). These put me in touch with the 
idiographic nature of human experience, and the paramount importance of the 
relational aspect of therapy and of being reflective not only with clients but also in 
terms of engaging with psychological theory and research. I also started to gain an 
awareness of how power dynamics (e.g. political, financial, professional) may be 
expressed via a nomothetic approach that favours the use of diagnostic categories and 
the provision of ‘one size fits all’ treatments.
At the same time, I was fortunate enough to inform my ‘theoretical awareness’ with 
an experiential one. Spending four months in a psychiatric hospital was a 
transformational experience both on a personal and on a professional level. I still 
remember my first day on placement. It felt as if I had been magically transported to a 
dark, desperate world like something out of a fantasy/horror series like The Twilight 
Zone. The hospital was situated in a secluded area on a mountain and heavily drugged, 
‘zombie-like’ people who presented with a range of psychological difficulties 
including psychotic symptoms, alcohol or drug dependency, and dementia were long­
term residents. The living conditions within this institution were poor. ‘Patients’ lived 
in a cramped, dirty space with limited access to meaningful activities other than the 
amazing view they could enjoy while walking in the courtyard.
Within this context, the only ‘treatment options’ people had were the mandatory 
medication and weekly psychological sessions for anyone who wanted psychological 
support. During my work there I shadowed sessions of a psychologist who worked 
within the person-centered approach. I witnessed the transformational impact that a 
relationship informed by the core conditions (Rogers, 1957) can have on the way an
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individual relates to self and others. At the same time, I was greatly frustrated because 
I could see the powerful negative effect of the context within which psychological 
therapy was offered. On the one hand, I wondered how someone could be close to 
his/her organismic experience and self-actualise while being locked away, ‘rejected’ 
by society, and heavily drugged. On the other hand, I could also see how difficult it 
was for psychologists in this institution to experience actualisation through their work, 
since their role in the service was limited in the same way that the ‘patients” lives 
were limited.
After completing my undergraduate degree and having had these experiences, I 
realised that counselling psychology was the ‘royal road’ towards my own 
actualisation as a person and a psychologist, owing to its emphasis on the subjectivity 
of experience, the therapeutic relationship, and its pluralistic psychotherapeutic 
approach to human suffering which cultivates personal growth and well-being rather 
than symptoms and pathology (Gkouskos, 2011).
What follows is a chronological narrative of some salient aspects of my 
developmental journey towards becoming a counselling psychologist. It is a somewhat 
acrobatic attempt to reflect on myself as a person, practitioner/researcher, and client 
and also present the ways in which I relate to clients, theory, and the context within 
which I practise.
First Year: Developing Self and Relational Awareness
My first-year placement was at a university counselling centre. My therapeutic work 
at the service was integrative: mainly person-centered work infused with elements 
from the psychodynamic approach and at times from Cognitive Behavioural Therapy 
(CBT).
I can still recall my first session with Ms Z, a 25-year-old student. Ms Z’s parents 
divorced when she was a child and she came to the counselling centre because she had 
difficulty in starting romantic relationships. My first session with her was reflective of
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the challenges I was faced with at that time. I felt that I had to fiilfil my own and 
others' expectations about being a ‘good enough’ therapist although I did not have 
experience of working one-to-one with clients and I also had to face the challenge of 
speaking a language that I had not mastered and that was the main communicative 
medium for my work. It felt as if I was juggling too many balls at the same time. This 
was played out in the therapeutic process of the session, where I would try to 
incorporate theory into my work, keep a balance between ‘being with’ and ‘doing to’ 
the client (Tolan, 2003), and manage my own anxieties about what I did or failed to do 
and stay with as a therapist. This resulted in a fluctuating therapeutic interaction 
where at times the core conditions of the person-centered approach were present and 
at other times a more solution-focused approach (Gerard Egan’s Model; Egan, 2001) 
was adopted. My own anxieties did not facilitate reflectiveness and this occasionally 
resulted in collusion with the client and transference interpretations in the ‘here and 
now’ (Joseph, 2008) (i.e. myself becoming one of the ‘others’ in her personal 
environment that put pressure for a solution to her ‘problem’) being missed. 
Retrospectively, I can see the parallel process of the pressure I was experiencing in 
relation to being a ‘good enough’ therapist and the pressure that Ms Z was 
experiencing in terms of finding a partner. As I was gaining confidence in myself and 
getting support from supervision, however, during the course of our work together we 
managed to develop a safe, non-judgmental therapeutic environment in which Ms Z 
could be herself and feel secure without any pressure to change. I believe she 
experienced a reparative relationship (Clarkson, 2003) and through a ‘good enough’ 
satisfaction of her self-object needs for twinship, mirroring, and idealisation (Kohut, 
1971) fi"om a male therapist, she gradually gained trust in herself and in others, and 
this was probably shown by the fact that she started a relationship during our work 
together.
During the course of the year, in my supervision and my own personal therapy I 
experienced as a supervisee and as a client the importance of ‘being with’ someone in 
a way that is informed by the core conditions. I was experiencing a 
reparative/developmentally needed relationship in both of my roles. I could present 
my anxieties and the challenges I was faced with without the need to be guarded. On 
the contrary, these offered the most finitful ground for learning to be self-aware.
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rreflective, self-compassionate, and to stay with difficult feelings. This experiential 
learning started to inform my practice. The core conditions of the person-centered 
approach became essential for providing the client with a ‘holding’ space (Winnicott, 
1965) in which their total human experience could be explored without conditions of 
worth (Rogers, 1959) and with a therapist who did not act as an ‘expert’ on the 
client’s phenomenology but as a ‘fellow traveler’ (Yalom, 2002, p.8) attentive to the 
client’s need for a reparative relational experience that could be internalised and 
possibly contribute to the development of another way of relating to self and to others.
As I was ‘developing’ so was my therapeutic work with clients. Ms Y was a 28-year- 
old student who came to the counselling centre reporting low mood, low self-esteem, 
a sense of “loss of self’, anger, and a very difficult relationship with her mother, 
whom she described as being very controlling, critical, and a source of ‘double 
messages’. I believe that during my ‘journey’ with her I was able to ‘be more with’ 
and ‘do less to’, stay more with challenges in the session, and be more aware of the 
therapeutic process and how I could better use myself to offer a 
eparative/developmentally needed relationship. Although at times I could have stayed 
more with painfld feelings and my own ‘agenda’ impinged on the therapeutic process, 
resulting in empathie failure and false interpretations, the client was able to overcome 
any temporal fiiistrations; through internalising some of the positive qualities she 
experienced with a ‘good object’ (Kohut, 1977), she started to be more confident and 
self-regulatory when experiencing disappointments in her everyday life. By the end of 
our work together Ms Y had opened up to her mother for the first time and started 
claiming a new type of relationship with her. Furthermore, she started to have trust in 
herself and become closer to some of her fiiends.
Ms Y, however, offered a developmentally needed relationship to me as well. 
Through our work together I became more aware of the importance of listening while 
bracketing my own assumptions and thoughts. I also experienced the power of using 
the ‘here and now’, its immediacy, and the transferential aspect of the relationship to 
bring to the client’s and my own awareness ways of being with oneself and relating to 
others. It felt as if I was being offered one more stepping-stone to prepare me for next 
year’s dive into a pool of psychodynamic reflections.
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Second Year: Apprenticing on the Power of the ‘Here and Now’
I recall that I was looking forward to starting my psychodynamic placement in a 
specialist psychotherapy department in the National Health Service (NHS) and 
gaining experience of working with the psychodynamic model. At the same time, I 
was also nervous since I was entering a new world where concepts like the 
unconscious, free association, interpretations, projection and projective identification 
(Ogden, 1979), transference-countertransference, and psychological defences were 
becoming protagonists in the ‘therapeutic play’. This new challenge became greater 
when I was offered and took the opportunity to work with families and be a member 
of the systemic family therapy team of the department. I remember feeling excited and 
at the same time anxious about starting work in two different therapeutic modalities: 
psychodynamic individual therapy and post-modern systemic family therapy (Boston, 
2000).
My own anxieties were contained and defused owing to the extensive supervision I 
had and the mindful process of building up my clientele which acknowledged the 
importance of time for reflection on the self and the therapeutic encounter. My 
psychodynamic supervision was transformed into a ‘creative playground’ where 
psychoanalytic terms came alive not only through the exploration of client material 
but also through the use of the ‘here and now’: our (between me and my supervisor) 
‘real-time’ interaction and ‘movement’ with the presented material and the integration 
of ourselves and our relatedness in the process. I was fascinated by the richness of the 
information that surfaced through this way of reflecting. It felt as if I was wearing a 
pair of magical glasses that could show me different dimensions and colours of the 
same stimulus.
Within the context of family therapy, supervision also had a ‘multidimensional’, live 
character. I had the privilege of observing through a one-way mirror the work of very 
experienced therapists. At the same time, my therapeutic work was also being 
observed. This transparency empowered the learning process and facilitated the trust 
that early on my colleagues showed me, having experienced me both as a lead 
therapist with a family and as a co-therapist actively participating in the creative
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process of formulating and reflecting on narratives, and relational and role dynamics 
within a system.
The ‘holding’ environment (Winnicott, 1965) I experienced in supervision fostered 
my therapeutic work and my clients were very generous companions in the journeys 
we took together. My first therapeutic encounter was with Mr B, a 45-year-old man 
with whom I had an assessment session. Mr B had difficulties in managing his anger 
in everyday life and interactions with others after he caught his wife cheating on him. 
He was on the waiting list for eighteen months before he was offered the opportunity 
to have therapy and I experienced an angry man in the therapy room. Although I 
managed to stay with his anger and fiiistration and validate his feelings, it was a very 
difficult session for me. Mr B reminded me of my own father, his anger outbursts, and 
my fear of him when I was a child. I remember part of me was quite vulnerable in the 
room with him as I was trying to stay with his anger and also contain my own 
emotional reactions to it. As the session progressed, Mr B started to become more 
relaxed and open about his difficulties; however, he kindly refused therapy because he 
was retiring and moving to a different town. After the session ended, I felt content for 
managing to be ‘strong enough’ and stay with Mr B’s anger, however, this 
transference experience made me realise the impact that my father’s outbursts had had 
on me and that working with males who have anger issues provides me with a 
challenge and an opportunity to further develop on a personal and professional level.
Within the context of working with a client throughout the whole year, I can recall Ms 
W, a 36-year-old female. She was a single mother. Her daughter was five years old. 
Ms W’s difficulties had to do with a history of childhood abuse. The client came for 
therapy expressing her worries about experiencing anger towards her daughter. 
Working on the ‘here and now’ was a transformational experience for both of us. 
Manifestations of the ‘paranoid-schizoid’ position (Klein, 1948) like splitting, 
idealisation, difficulty in owning her experience, projection of unbearable feelings (i.e. 
sadness), and use of defences like isolation of affect and identification with the 
aggressor (A. Freud, 1936) that the client used in the past in order to survive her 
threatening environment were enacted in the present. Through the transferential aspect 
of our relationship, the interpretations that emerged from the ‘here and now’, our
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relating and the client’s experience, Ms W increased her self-awareness, the 
unconscious started to become conscious, and she felt more empowered. Furthermore, 
by ‘re-living’ and processing her internal object relationships with an empathie 
transformational male object (Mann, 1999) that was not abusive and was strong 
enough to ‘hold’ her pain, her fears about herself and others became less 
overwhelming. She gradually started to gain trust in me and in her own strength to be 
able to tolerate sadness, to mourn her childhood loss, to feel guilt for her own failures 
as a mother, to separate herself from her daughter, to show empathy to her, and to 
express less anger. Her more resilient ego and her movement towards the depressive 
position (Klein, 1948) ‘coloured’ the ‘here and now’: she could be vulnerable, she 
could cry and mourn her losses with me, express anger and remorse. Breaks and 
endings that were enacted within the ‘analytic frame’ (Tubert-Oklander, 2008) gave us 
the opportunity to reflect on experiences of abandonment and acted as reparative 
experiences through which Ms W was able to reflect on feelings of abandonment and 
mourn while also having hope for the future.
Throughout the course of the year, by being a therapist and a client myself, I realised 
in an experiential way the central role of past experiences in the development of the 
self. I became aware of how the ‘here and now’ and the transferential aspect of the 
relationship can be the most powerful mediums for change by transforming the 
unconscious to conscious and by providing a reparative relational microcosm in which 
past and present can be re-enacted and re-processed in a way that fosters self- 
awareness, resilience, and empowers one’s capacity for ‘self-actualisation’. I realised 
that the core conditions are essential within the psychodynamic way of working as 
well, since they can strengthen the working alliance, foster rapport, and thus lessen a 
client’s resistance to interpretations. Empathy, unconditional positive regard, and 
congruence seem to be expressed within the psychodynamic paradigm in different 
ways: Klein (1948) would name the client’s fears and thus make them less 
overwhelming for the client to ‘hold’; Kohut (1984) would see interpretations as 
higher forms of empathy and would work towards satisfying client’s needs for 
mirroring, twinship, and idealisation; Winnicott (1965) would create a holding 
environment; countertransference, projection, and projective identification became 
means of entering the client’s world and thus empathising with them in an experiential
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way. All the above theorists and ways of working point out to the intrinsic relational 
aspect of human suffering and the provision of therapy as a “corrective emotional 
experience” (Alexander & French, 1946, p. 66). This therapeutic stance came to 
inform my own practice.
It was, however, a major personal life event towards the end of my second year that 
was a turning point on a personal and professional level for me. I experienced the end 
of a long-term relationship while I was conducting my own research on therapists’ 
loss experiences and their work with clients. I was engaged in a parallel process in 
which I became the grieving therapist who was seeing clients. My own personal fears 
about experiencing personal loss and at the same time working as a therapist came 
alive. I was in psychological and physical pain, and I wondered how I could bear my 
loss and be there for my clients as well. I could experientially empathise with my 
participants’ experiences while at the same time I found comfort in their words, 
feeling that I was not alone and that others had ‘survived’. The notion of the 
‘omnipotent therapist’ disintegrated while I experienced the reality of the ‘wounded 
healer’ (Maeder, 1989). This made me more compassionate with myself and my 
‘failures’ as a therapist when at times I would notice reflecting on my loss while 
clients would present material that would touch on it. At the same time, as I was 
mourning and processing my loss through my own therapy, I became more resilient 
and self-confident, noticing that I could bear the pain and be able to engage with life. 
This resilience started to show in my work; I felt stronger in staying with the clients’ 
pain and empathising on an experiential level as another human being who carries his 
own wounds but hasn’t ‘broken down’. Hopefiilly this is something that my clients 
can ‘feel’ and internalise by the way they might experience my ‘humanness’ and 
ability to ‘be with’ them. 1 can still recall the impact that my words “1 feel such 
sadness seeing [name] not being able to show any compassion to himself’ and way of 
being, had on a client of mine who could not get in touch with his emotional side. The 
client started being ‘vulnerable’ in the sessions while being more compassionate with 
himself for the first time in his life. Sedgwick (1994) noted that the therapist must 
show the client the way by becoming “a guide, a participatory role model and a 
catalyst for the patient’s ‘inner healer’” (p. 26). The result is transformational when
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the therapist “quite literally takes over the sufferings of the patient and shares them 
with him” (p. 12).
Once again, however, I felt at the receiving end of my interaction with clients as well. 
After my loss, my clients offered me a ‘window’ into their world and for an hour I 
could be present in the ‘here and now’ without being drawn into my past or worrying 
about the fixture. Furthermore, they helped me to believe in myself and my capacity to 
be flexible and integrate loss and life in my everyday living. In a way they prepared 
me for the next year’s journey into ACT’s (Acceptance and Commitment Therapy; 
Hayes, Strosahl, & Wilson, 1999) philosophy of acceptance and psychological 
flexibility towards human suffering; a stance that facilitates living a valued life in the 
presence of pain (Hession, 2010).
Third Year: Integrating CBT, ACT and Own Self in Therapy
My third-year placement was in a Community Health Psychology service within the 
NHS. The service’s therapeutic orientation integrated CBT and ACT. Before starting 
my practice, I had the impression that because CBT involves agenda setting and 
paperwork, and provides a more structured therapeutic environment, it would not be 
challenging. How wrong I was... Once I started placement I felt that the working 
agenda and paperwork were limiting my therapeutic creativity, use of self, and the 
relational depth of the therapeutic encounter (Meams & Cooper, 2005). I lost all the 
confidence that I had started to build up in my therapeutic work. It felt more as if I 
were ‘doing to’ the clients and I had less space to ‘be with’ them. This was probably 
enhanced by my unfamiliarity with the CBT approach and particularly with the ACT 
model. This in turn reinforced the initial ‘expert position’ that I had experienced in 
supervision in terms of what the clients’ difficulties were and how I should 
specifically work with them.
At the start of my therapeutic work, I felt incongruent with how I wanted to be as a 
therapist and started to realise the importance of putting into practice the awareness 
that I gained through my training in terms of using myself, the therapeutic
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relationship, and the ‘here and now’ in order to increase the quality and effectiveness 
of therapy. As I became experientially more familiar with CBT and ACT, I also 
started to be more flexible and integrative in my work, and I gradually ‘found myself 
in the therapy room. This developmental process was also facilitated by the group 
supervision I had within the context of the course which anchored me to my identity 
as a counselling psychologist.
Throughout the course of my therapeutic work, I experienced the difference between 
using psychological tests like BDI-II (Beck Depression Inventory; Beck, Steel, & 
Brown, 1996) and CORE (Clinical Outcomes in Routine Evaluation; Barkham, Evans, 
Margison, McGrath, Mellor-Clark, Milne & Connell, 1998) in a sterile way for 
diagnosis and evaluation, and choosing to use them in the therapy room in a 
collaborative way that could bring to the fore sensitive aspects of the clients’ 
phenomenological world which could be further explored within the context of a 
therapeutic relationship informed by the core conditions. Furthermore, I 
acknowledged the importance of exploring collaboratively with the clients the role of 
their beliefs in the difficulties they were experiencing and the impact of this awareness 
in the prospect for change. I started to integrate the principles of ACT in my work by 
fostering and modelling acceptance and flexibility towards adversities, while 
facilitating clients’ actualising tendency by exploring with them who they really 
wanted to be and how they really wanted to engage with their lives in a way that they 
found most meaningful. The answers to those questions would inform our therapeutic 
goals and the therapeutic relationship and the ‘here and now’ would be used to 
cultivate a movement towards a phenomenological self-actualisation.
I can recall my recent work with Mrs V, a journey which was expressive of some of 
the therapeutic qualities I cultivated during the year and my endeavour to be flexible 
and integrate different models in therapy (CBT, ACT, person-centered approach). 
Within my work I tried to make use of the ‘here and now’ and the transferential aspect 
of the relationship to increase awareness, address clients’ difficulties, and work 
towards satisfying their developmental needs. Mrs V was 45 years old, and married 
with three children. She was referred for psychotherapy by her diabetes doctor for 
help with the low mood and low self-esteem she reported experiencing. In my work
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with Mrs V we developed a formulation collaboratively through the use of Socratic 
questioning (Sage, Sowden, Chorlton, & Edeleanu, 2008) and thought records. 
Taking into account Mrs V’s low self-esteem and self-criticism, my work was 
informed by the compassion-focused CBT approach (Gilbert, 2009) and the use of the 
core conditions of the person-centered approach in order to offer a 
reparative/developmentally needed relationship and model self-compassion in the 
‘here and now’. Leary, Tate, Adams, Allen, and Hancock (2007) noted that modelling 
self-compassion is essential in countering self-criticism and cultivating resilience 
when dealing with adversities. Through the exploration of what was really important 
to Mrs V, and through modelling acceptance and flexibility towards challenges, and 
defiision of unhelpftd thoughts we started collaboratively to set goals that were in tune 
with her life values. By the end of our work I could experience Mrs V’s valued 
personal qualities in the therapy room; she was less self-critical, more compassionate, 
more assertive, and less avoidant of challenges. Mrs V became more assertive both at 
work and in her personal environment. Her behavioural change enhanced her self­
esteem and the acknowledgement she received from others, and provided her with 
experiential proof that defused her dysfunctional beliefs and automatic thoughts. Her 
improved mood facilitated the reduction of comfort eating and the improvement of her 
blood sugars. She started to attend dance lessons and socialise with people of her 
class, engaging with life in the way that she always wanted but would avoid because 
of the challenges she had to face.
Overall, I would say that this year I came closer to my identity as a counselling 
psychologist by being able to ‘hold the tensions’ that initially arose from trying to 
apply the CBT model and trying to find myself by incorporating in my work the 
therapeutic knowledge and experience I gained throughout my training. This process 
was facilitated by a space in supervision which was supportive and open to integration 
and creativity as long as it was helpful for therapeutic work. I came to value CBT and 
its increased effectiveness when it was applied within a context that embraced 
therapist-client collaboration and person-centered principles, acknowledged the 
impact of early experiences and relationships on clients’ presented difficulties, 
recognised the central role that the therapeutic relationship had in therapy, and finally
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respected and valued clients’ phenomenological worlds by helping their movement 
towards a life that they would personally most value.
On Becoming and Being a Counselling Psychologist
Reflecting on my childhood and adolescence, I would say that I grew up in a family 
where I experienced both conditions of worth and unconditional positive regard. On 
the one hand, my father had specific expectations of me and would show his love and 
affection when I ftilfilled them. On the other hand, my mother was a figure who 
expressed her love unconditionally, was empathie with my struggles, and was 
supportive of my needs and aspirations. I experienced two different ways of ‘relating 
with’ and witnessed the impact that each one of them can have on the development of 
one’s self. This resulted in me making an informed choice in terms of how I wanted to 
relate with myself and with others. I realised how important it is to Usten to my own 
intrinsic needs irrespective of the challenges that I face. This led to a life where 
although I would experience failures, pain, disappointment at the same time I would 
feel content since my ‘true self (Winnicott, 1965) would be rewarding in my 
relationships with others and would give me the willingness to pursue my dreams and 
the satisfaction of living according to my personal values. During this journey I have 
witnessed once again the transformative role that the core conditions might play: my 
father started to show his unconditional love and affection, having himself 
experienced these qualities in me.
My upbringing and my choice of ‘being’ and ‘relating with’ moulded my identity as a 
counselling psychologist as well. Having experienced different therapeutic models and 
with them the multidimensional character of the therapeutic relationship (Clarkson,
2003) and its centrality to therapeutic change (Martin, Garske, & Davis, 2000), I have 
developed an eclectic approach within a relational framework that values the 
subjective experience of being a human and facilitates a movement towards an 
actualisation that is tailored to each client’s individual needs and values. I see this 
idiographic approach in my practice as one that is deeply ethical since it is respectful 
and validating of the versatility of the human experience. In the same way, my
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qualitative research on therapists’ loss experiences was informed by ethics that were 
not guided by predetermined meanings of what a loss might entail but gave the lead 
role to each participant’s subjective experience within a context that fostered 
reflectivity on personal meanings and on the interpretation of the results.
Within the therapeutic context I have also valued the importance of supervision which 
became a mindful and creative place where I could approach client difficulties and my 
own challenges with a third eye by having someone who was there to see and reflect 
on what I missed, offering a richer experience of the therapeutic encounter. Through 
the diverse experiences I have had in supervision I try to reserve an inner space for an 
‘observer self that can act as an internal supervisor (Casement, 1990) who can reflect 
on myself and the therapeutic process when I am in the room with clients. Of course, 
this is very challenging and I believe is a quality that I will continuously have to 
cultivate and work on. This endeavour of mine to be reflective is expressed through 
the management of my caseload as well. Within the limits of the context I work in, I 
always try to give enough time to myself not only for reflection but also for 
safeguarding and promoting my own well-being which is vital since one’s own self 
seems to be the most important ‘therapeutic tool’.
Looking at past, present, and future I see my development as a person and as a 
counselling psychologist as a never-ending journey (Bion, 1975) in which I try to 
explore and ‘hold’ the totality of human experience (‘good and bad’) and its versatile 
character, and try to connect and ‘be with’ myself and the phenomenological world of 
others. I hope that in the years to come this journey will prove to be enlightening and 
generous both for me and my clients.
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Introduction to the Research Dossier
The research dossier consists of a literature review and two qualitative pieces of 
research. The literature review outlines the main theories of bereavement and 
discusses the research on therapists’ bereavement and loss experiences which was 
presented within three different contexts: the death of a close relative, the end of 
therapy owing to client death and other types of personal loss. The first empirical 
paper is an Interpretative Phenomenological Analysis (IPA) study of therapists’ 
experiences of loss. The second piece of empirical work is a Thematic Analysis (TA) 
study that explores trainee counselling psychologists’ experience of working with 
clients who present losses that resemble their own.
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Therapists’ Bereavement and Loss Experiences: A Literature Review
Abstract
This paper reviews literature on therapists’ bereavement and loss experiences, and 
how these affect them personally and professionally. To afford a holistic, elaborate 
and flexible view on loss, this review uses as a framework current central theories on 
bereavement. Therapists’ bereavement and loss experiences are presented within three 
different contexts: the death of a close relative, the end of therapy owing to client 
death and other types of personal loss. The paper ends with recommendations for 
possible future research.
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Introduction
Loss is a recurrent theme in human life, ever-present and bound up with it. Extensive 
research has been conducted on bereavement and grief but is lacking with regard to 
therapists’ significant loss experiences. Beutler, Malik, Alimohamed, Harwood, 
Talebi, Noble, and Wong (2004) have also noted the dearth of research on being a 
therapist. This gap has probably occurred because of therapists’ professional role, in 
which more attention is paid to clients’ well-being. This paper suggests that more 
research on therapists’ bereavement is required owing to the increased frequency and 
idiomorphic characteristics of the losses that mental health practitioners experience. 
Therapists encounter loss in both their personal and working environments. Some 
types of loss may be more ‘complex’ if they relate to non-kin or professional 
relationships that are not usually sanctioned as losses socially or individually (Doka, 
1989). Of course, personal loss can have a great impact not only on therapists’ but 
also on any individual’s belief system, way of thinking, feeling, acting, and relating to 
self and others. This impact becomes even more crucial and important in the case of 
the therapist where oneself informs therapeutic work. Hopefidly, more research on 
therapists’ significant loss experiences will facilitate reflection on own losses and their 
possible impact in clinical practice, thus contributing to an improvement in the quality 
of counselling services. As Nouwen observed:
“A deep understanding of one’s own pain makes it possible to convert 
weakness into strength and to offer one’s own experience as a source of healing to 
those who are often lost in the darkness of their own misunderstood sufferings” (1972, 
p. 87; as cited in Hayes, Yeh, & Eisenberg, 2007, p. 351).
The aim of this paper is to review relevant literature on therapists’ experiences of 
significant loss and how these may affect them personally, and professionally. For the 
purpose of this review, the terms psychotherapist, therapist, psychologist, and mental 
health practitioner are used to describe any individual who offers psychotherapeutic 
services. In order to afford a holistic and flexible view on loss, this paper will review 
the current central theories of bereavement since each adopts a different perspective
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on this complicated and unique process, and different studies have used different 
theories to present their findings.
The Concepts of Loss, Bereavement, Grief, and Mourning
For a better understanding of the terminology used in the literature it seems necessary 
to refer to certain essential terms. The concepts of loss, bereavement, grief, and 
mourning can vary in meaning depending on the different grief theorists. This article 
encompasses the view that loss may stem not only from death but also from any kind 
of ending of a significant and meaningful attachment. Furthermore, it may constitute 
any type of loss that has great impact on a person’s thoughts, beliefs, feelings, 
behaviour, and relationship with self and others.
Bereavement is widely understood as the state of having experienced a significant loss 
(Corr, Nabe, & Corr, 2000; Rando, 1995). Grief was defined by Raphael (1984) as the 
emotional reaction to loss. Parkes and Weiss (1983), Rando (1995), Stroebe, 
Hansson, Schut and Stroebe (2008), and Worden (2002) argue, however, that grief 
responses incorporate emotional, cognitive, physical, behavioural, and social human 
functioning. Cook and Dworkin (1992) and Corr et al. (2000) also commented on the 
spiritual aspects of grief. Mourning has been interpreted as the observable expression 
of grief (Parkes & Weiss, 1983), the public display of grief (Stroebe et al., 2008), and 
as a phenomenon that is closely related to social and cultural expectations (Brabant, 
2002). Corr (2002) argues that mourning can incorporate both interpersonal, social 
efforts to cope with loss and intrapersonal, private struggles to manage and 
incorporate loss and subsequent grief in one's life.
Theories of Grief and Mourning
For a better understanding of the phenomenon of loss and grief, it is essential to look 
at the main theories in the field since currently there is no “... broadly applicable, 
integrative theory of bereavement” (Stroebe, Stroebe, & Hansson, 1993, p. 7).
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Stage Theories
Bowlby (1961, 1973, 1980) used phases in order to describe the process of adjusting 
to a world without the lost object. He applied his attachment theory to grief and loss 
and described four phases of grief. Phase I is characterised by emotional numbing and 
disbelief that the attachment figure has been lost. In phase II yearning and searching 
for the attachment figure takes place. In phase HI the bereaved person experiences 
disorganisation and despair. Finally, phase IV is characterised by a reorganisation of 
the representations of the deceased that allow the bereaved to continue with everyday 
activities and re-engage in social relationships. Bowlby incorporated the process of 
both disconnection fi*om and continuous connection with the deceased. Fraley and 
Shaver (1999) stated that within attachment theory ‘recovery’ from a loss “entails 
finding a way to maintain a secure bond with the attachment figure while 
simultaneously acknowledging that the person is not physically available to provide 
comfort and care” (p. 754). The style of attachment (secure, avoidant, ambivalent) to 
the deceased may affect the grief process. Specific attachment styles may lead to 
particular grief reactions (Fraley & Shaver, 1999; Shaver & Tancredy, 2001). Thus, 
people with an anxious-ambivalent attachment style may have a greater possibility of 
grieving for an extended period of time. Mourning may, however, be different for 
individuals with different attachment styles (Fraley & Shaver, 1999; Servaty-Seib, 
2004). Therefore, people with an avoidant style who do not express grief may actually 
react quite normally since they did not have a strong bond with the deceased person. 
Recently, in an attempt to clarify misconceptions about Bowlby’s theory, Stroebe et 
al. (2008) argued that Bowlby did not think of the grief stages as prescriptive of where 
bereaved persons should be at any particular stage in their bereavement.
Another stage theory emerged from Kiibler-Ross’s work with dying patients and not 
mourning survivors. Kiibler-Ross’s (1969) five stages of grief are denial, anger, 
bargaining, depression, and acceptance. She argued that not all people experience 
these stages, nor are they necessarily linear; nevertheless, they were mainly used in an 
inflexible and prescriptive way and were also applied to bereavement.
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Sanders (1989, 1999) described five phases of the grieving process: shock, awareness 
of loss, conservation withdrawal, healing, and finally renewal. Shuchter and Zisook 
(1993) also suggested a stage theory in which the bereaved person initially 
experiences shock and disbelief, then somatic, emotional discomfort and social 
withdrawal, finally entering the stage of restitution.
Overall, stage theories have provided a fi-amework for understanding, observing, and 
studying grief. As they can normalise people’s experience, however, they can also 
create a ‘should’ or ‘must’ of grief responses when misapphed. This can cause further 
stress to people who cannot identify themselves within these stages (Servaty-Seib,
2004). Corr (1993) argued that one does not have to think in terms of specific grief 
responses that proceed in a linear fashion and that stage theories do not have to be 
seen as ‘prescriptions’ for the right way of experiencing grief. Therefore, the 
uniqueness of the grief experience for individuals must be taken into account 
(Neimeyer, 1999).
Mourning Theories
Another type of theory found in the hterature is task theories of mourning. Mourning 
can be described as the active process of coping with bereavement and grief (Rando, 
1995). Task theories of mourning ascribe an active role to the bereaved person, 
supporting the idea that the grieving process is not passive and does not come in the 
form of stages but rather that individuals can ‘work through’ their grief and thus play 
a major part in how a loss experience will affect them.
Theorisation about grief began with Freud’s (1917/1957) Mourning and Melancholia. 
According to Freud, griefs function is to detach thoughts and feelings from the dead 
so that the bereaved can reinvest their libidinal energy in new relationships and thus 
move on with their life. This is accomplished through an active process, later termed 
“grief work”, whereby the attachment to the dead person is gradually abandoned 
through reflection and confrontation of loss-related thoughts and the past relationship. 
Freud believed that pathological grief was the result of either avoidance of grief work
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or ambivalent and conflicting feelings about the dead person. Recent theories and 
therapeutic work suggest, however, that bereaved people can also maintain a 
connection to the deceased through a “continuing bond” (Klass, Silvermann, & 
Nickman, 1996; Walter, 1996,1999).
Rando (1993,1995) argued that the processes of mourning were to recognise the loss, 
react to the separation, recollect and experience the deceased and the relationship, 
relinquish the old attachments to the deceased and the old assumptive world, readjust 
in order to move adaptively into the new world without forgetting the old, and finally 
to reinvest.
Worden (1982,1991,2002,2009) also supported a task model for mourning. His four- 
task model became quite popular but saw a major revision over time. The first task for 
a person is to accept the reality of the loss and the second to process the pain of grief. 
The third task is to adjust to a world without the deceased. There are three areas of 
adjustment: one’s everyday fimctioning, one’s sense of self, and finally one’s beliefs, 
values, and assumptions about the world. The fourth and final task is “to find an 
enduring connection with the deceased in the midst of embarking on a new life”, 
(Worden, 2009, p. 50). When Worden (1982) wrote the first edition of his book Grief 
Counseling and Grief Therapy, he adopted Freud’s (1917/1957) view that the ‘aim’ of 
grief work and mourning is to detach oneself firom the deceased. In the 1991 and 2002 
editions of the same book he incorporated the notion of developing continuing bonds 
with the deceased (Klass et al., 1996), suggesting that individuals should have a 
connection with the person who is gone and at the same time be able to continue with 
their life. Worden’s model seems more flexible because he recognised that the 
mourning experience can be different for each individual and that there are mediators 
that can affect the grief process. Furthermore, although Worden argued for specific 
mourning tasks that lead to an adjustment in life after loss, he also agreed that “in a 
sense mourning is never finished” (Worden, 2009, p. 77).
Bonanno and Kaltman (1999) concurred that people may deal with grief in a cognitive 
way by applying coping strategies and in a social-fimctioning way by expressing
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positive emotions. Grief reactions are seen as similar to those that follow other 
negative life events.
Stroebe and Schut (1999, 2001) have also provided the Dual Process Model of 
mourning. Their model argues that there are loss-oriented stressors that are connected 
with the loss itself, like the ending of the physical relationship with the deceased and 
restoration-oriented stressors that refer to the aftermath of loss and involve changed 
roles, changed relationships, and perhaps financial difficulties. Stroebe and Schut
(1999) argued that there is an oscillation for bereaved persons between processing the 
loss and trying to restore their life. This oscillation aids successful coping. This notion 
was criticised by Worden (2009), however, who characterised it as inflexible, arguing 
that people can actually grieve and try to restore their lives at the same time. Other 
bereavement theories (Marrone, 1999; Nerken, 1993; Schaefer & Moos, 2003) 
focusing on the restorative aspect of grief have described the grieving process as a 
journey of growth and personal development.
Although task theories of mourning empowered individuals to ‘work through’ their 
loss in order to adjust to an ‘after-loss’ life -as is the case with stage theories- if they 
are taken literally and perceived as a linear process with a clear beginning and ending, 
and if they are applied with a ‘must do’ attitude, they can add further distress to a 
person’s mourning. Task theories should be flexible enough to give space for 
individuality and difference in the way that persons might manage loss and 
incorporate that loss in their life. Complicated grief and its subcategories of chronic 
grief, delayed grief, inhibited grief, and absent grief, are concepts that can very easily 
apply to many people if we try to fit the multifaceted and complex experience of loss 
within theories that attempt to universalise such a unique phenomenon in the form of 
stages or tasks that are the same for everyone. The concept of “healthy grieving” is 
proving “increasingly inadequate in relation to the complexity and diversity of current 
Western society” (Currer, 2001, pp. 54-55; as cited in Valentine, 2006, p. 62). 
Wortman and Silver (1989) talked about “myths” that emerged fi-om the grief 
literature. These myths suggest that all who grieve are depressed, that those who do 
not grieve are susceptible to complicated grief, that work through the loss is a ‘must’ 
and that eventually people recover from loss and achieve closure on their grief.
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A Constructivist View
In an attempt to create a theory which encompassed the complexity and the diversity 
of bereavement in people without pathologising the cases that do not fit into the 
‘universal’ theories of grief and bereavement, the constructivist psychologist 
Neimeyer (1998, 1999, 2000, 2001) saw grieving as a “process of meaning 
reconstruction with special emphasis on its individuality rather than sameness across 
bereaved persons” (Neimeyer, 1999, p. 66). Viewing mourning as a process of 
meaning reconstruction seems a much more flexible and rich approach since, although 
it acknowledges the role of the social context, it gives a stand to the idiosyncratic 
nature of the experience and asserts that the primary task for an individual is not to 
return to pre-loss fimctioning but to develop a meaningful life without the loved one 
(Wortman & Silver, 2001). Attig (1996) has also conceptualised grieving as a process 
of “relearning” and further developing one’s self-concept and life course.
The Theoretical Concept of Disenfranchised Grief
No review of bereavement theories would be complete without mention of Doka’s 
(1989) theoretical concept of disenfranchised grief. Almost all of the above theories 
dealt with death and loss that are for the most part socially recognised, acknowledged, 
sanctioned, and ‘granted’ with the right for entitlement to grieve. Disenfranchised 
grief enables us to understand better the uniqueness, complexity and importance of 
each individual loss experience that is not recognised, legitimised, openly expressed, 
and/or is pathologised, stigmatised, or totally neglected (Doka, 1989). It acknowledges 
the fact that each loss must be recognised and validated.
More specifically, Doka (2002) suggested five broad categories of disenfranchised 
grief. The first one refers to losses in which the relationship is not recognised. This 
usually happens with non-kin relationships between lovers, friends, colleagues, 
therapists and clients, nurses and patients, and non-traditional relationships such as
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extramarital affairs. From all of the above examples it is evident that a great loss is 
any type of loss in terms of meaningful and significant attachment.
Another category refers to losses that are not acknowledged as socially significant 
(Doka, 2002). Abortions, divorces, relocations, placing children for adoption, and loss 
of a pet may have a great psychological impact on the individuals who have 
experienced them. Furthermore, psychosocial deaths in which one loses oneself owing 
to mental illness or an organic syndrome such as Alzheimer's disease may result in an 
immense loss that is not publicly acknowledged since no biological death occurs 
(Doka, 2002). This list becomes much longer when we include the loss of fireedom, 
sexual vigour, and any type of loss that may have great impact on a person’s psyche.
A third type of disenfranchised grief occurs when the griever is excluded because one 
is seen as ‘incapable’ of grieving or “there is little or no recognition of his or her sense 
of loss and need to mourn” (Doka, 2002, p. 13). In this context one thinks of children, 
old people, the mentally ill, or therapists who experience the death of a client.
The circumstances surrounding death may also lead to a disenfranchised grief since 
family members of people who committed suicide, had AIDS, or were sentenced to 
death become isolated in order to avoid the curiosity or even judgement of others 
(Doka, 2002).
Finally, even the way individuals grieve may lead to disenfranchisement (Doka, 
2002). Persons who experience and express their loss without a strong affective 
response but in a more behavioural way, i.e. by working long hours, are 
disenfranchised both by the counselling community (Martin & Doka, 2000; Sue & 
Sue, 1999) and the wider community. Even more, intuitive people can be 
disenfranchised and labelled as chronic grievers after a period of time, since their 
emotional responses cease to seem appropriate (Martin & Doka, 2000).
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The above classification is not the only way to see disenfranchised grief and Corr 
(1998, 2002) concludes rightly that any significant loss might be disenfranchised in 
the way that it is experienced in terms of public and private grief responses and in 
terms of how the individual chooses to manage and live with that loss.
Therapists’ Bereavement in the Literature
The breadth of therapists’ bereavement in the literature is quite limited if one takes 
into account the importance of psychologists’ well-being and personal development in 
their work with their clients. Chassen (1996) has also supported the idea that a 
therapist’s personal life has an impact on working with clients. Mental health 
practitioners’ focus on the client probably contributes to neglecting the importance of 
their own experiences in their therapeutic work. Some research and anecdotal papers, 
however, have explored therapists’ bereavement and loss experiences within different 
contexts: the death of a close relative, the end of therapy owing to client death, and 
other types of personal loss (being seriously ill, losing a fiiend, losing a therapist, and 
experiencing a divorce). Using these contexts this paper will review the relevant 
literature.
Therapists’ Experiences of the Death of a Close Relative
Anecdotal accounts (Balsam & Balsam, 1984; Givelber & Simon, 1981; Guy, 1987; 
Rappaport, 2000; Shapiro, 1985; Ulman, 2001; Vamos, 1993) and also some 
qualitative research (Boyden, 2006; Bozenski, 2006; Colao-Vitolo, 2006; Millon, 
1998) have all contributed to the exploration of therapists’ experience of the death of a 
close relative and how it impacts on work with clients.
Anecdotal accounts’ authors talked about both positive and negative effects of their 
personal loss on client work. Givelher and Simon (1981) reflected on the experience 
of losing a close family member. They commented on how the professional role 
enhances the false idea that therapists should manage better, a feeling that Rappaport
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(2000) also experienced, and how returning early to work can both negatively affect 
the therapeutic process through the therapists’ resistance and also help them to be 
more sensitive listeners to loss-related difficulties. Shapiro (1985) also mentioned 
how losing her mother from cancer presented opportunities but also dangers in her 
understanding of and communication with one of her clients. Guy (1987) expressed 
his worries about many therapists returning to work while they are still dealing with 
their grief, but he also mentioned that grieving therapists might be more empathie with 
clients’ emotional pain. In relation to the above, a survey by Hayes et al. (2007), 
which used 69 therapist-client dyads to extract data, showed that clients perceive their 
therapists as less empathie when they are still dealing with their loss and more 
empathie when they have resolved their grief. This research indicated that a therapist’s 
unresolved losses may negatively affect the therapeutic process and pinpointed the 
importance of one being self-aware especially when client difficulties are also loss- 
related. Rosenberg and Hayes (2002) also showed in their case study that when 
therapists’ unresolved issues are touched on in therapy, avoidance behaviour and 
disruption of the working alliance may occur. Vamos (1993) argued that, after losing 
her husband, working with clients was very hard and that disclosure probably 
depended on her own difficulties and not her therapeutic considerations. On this note, 
Tsai, Plummer, Kanter, Newring, and Kohlenberg (2010), using data from 
questionnaires that were sent to one of the author’s clients, noted that self-disclosure 
can be of great therapeutic value since it can open a door to feelings, relationships and 
themes that were previously unexplored. The decision to disclose or not, however, and 
to what degree, must he made after taking into account the uniqueness of the 
personality of each client, his or her issues and the therapeutic relationship. Rappaport 
(2000) also described how after her loss she was more impatient and irritated with her 
clients owing to her vulnerability. Furthermore, Balsam and Balsam (1984) argued 
that returning clinicians might not be capable of proper engagement since, owing to 
their loss, they may ‘see loss’ in everything the client brings. Ulman (2001), using a 
case example, showed how a bereaved therapist lost his ability to be self-aware and 
self-reflective. The experience of grieving and working at the same time was also 
brought to the big screen by director Nanni Morreti in 2001, with his Cannes film 
award-winner The son’s room.
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Although loss is quite a rich, complex phenomenon and can be a unique experience 
for each individual, only the qualitative studies from Boyden (2006), Bozenski (2006), 
Colao-Vitolo (2006) and Millon, (1998), all dissertations, have explored therapists’ 
loss experiences of a close relative and how these affected the psychotherapeutic 
process.
Millon (1998) interviewed ten psychodynamic therapists who had lost a significant 
family member six months to seven years prior to the interview. The participants’ 
responses were organised into four themes: expectations regarding the grieving 
process, self-disclosure, impact of grief on therapeutic work, and impact of grief on 
the therapist’s identity. Participants complained about the naïve others in their lives 
who simplified their grief. Probably their grief experience was disenfranchised by 
their environment and preconceived notions of how their grief might be. They also 
reported having a continuing internal relationship with the deceased (Klass et al., 
1996). Self-disclosure varied among the participants and their stance was mostly 
affected by how experienced they were and how they thought that their self-disclosure 
would affect the client. Their psychodynamic orientation seemed to play a lesser role 
in their decision to disclose or not. Three psychotherapists talked about an indirect 
form of disclosure, in which they felt that their clients could perceive their altered 
emotional state in the therapy room. The interviewees reported that they found some 
comfort in the structure of their work (Givelber & Simon, 1981) but also mentioned 
that their emotional state was unstable and at times it interfered with the provision of 
therapy. This relates to the previously mentioned findings of how unresolved loss and 
such issues may have a negative impact on the therapeutic process (Hayes et al., 2007; 
Rosenberg & Hayes, 2002). More specifically, participants talked about being more 
vulnerable and emotionally sensitive. This could result in them being at times more 
empathie with clients and other times less attuned to what clients were saying. They 
were preoccupied more with their own loss than the client’s experience. This could 
lead to feelings of resentment and irritability towards clients (Rappaport, 2000) as 
well as a tendency to get support from them. Participants also stated that their 
experience changed them in terms of realising their own mortality, having an 
increased awareness of death, grief, loneliness, how little control one has over life, 
and how an element of pain will always be present (Worden, 2009).
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Millon’s research (1998) was valuable in terms of being the first qualitative study to 
address such an important topic that has a great impact on therapists’ personal and 
professional life. Its credibility in some respects, however, is open to question. Millon 
stated that she used a qualitative semi-structured interview question design but she did 
not mention her epistemological stance, the specific qualitative method used, and how 
she went through with her analysis. Finally, although Millon states that her study 
examines therapists’ experience of a major loss through death, by interviewing only 
therapists who lost a family member she limited the meaning of “major loss through 
death” since she excluded non-kin but very intimate attachment relationships, and in 
this way she colluded with the disenfranchisement of such losses.
Boyden (2006), Bozenski (2006), and Colao-Vitolo (2006) conducted a collaborative 
qualitative research study for their theses on therapists’ bereavement and its impact on 
the psychotherapy process. All three dissertations commented on general 
characteristics of psychologists’ bereavement and each one of them explored a 
different aspect that related to the therapeutic practice: coping with bereavement, 
shifts in empathy, and self-disclosure. The qualitative method used was Consensual 
Qualitative Research (CQR; Hill, Thompson, & Williams, 1997). Twelve 
psychologists were recruited by the chain of referral method and were interviewed by 
telephone. In terms of the general aspects of psychologists’ bereavement, therapists 
typically reported a continuing bond with the deceased, suggesting that this may be an 
adaptive way of coping with loss. Others (Davies, 2004; Klass et al., 1996; Walter, 
1996, 1999; Worden, 1991, 2002, 2009) have also supported this. Furthermore, 
psychologists experienced the death of their loved one as unexpected, regardless of 
whether they cognitively expected the death or not. The primary emotional reaction to 
death was sadness. The participants talked about both their current loss and past 
losses, indicating that grief is not a linear process with a “clear-cut end”. Other 
theorists (Corr, 1998, 2002; Doka, 2002; Wortman & Silver, 1989; Worden, 2009) 
have also implied or asserted this. Finally, psychologists reported experiencing a 
change of perspective in life that was affected by a heightened awareness of their own 
and others' mortality (Millon, 1998).
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In terms of psychologists’ coping, Colao-Vitolo (2006) noted that the participants 
reported finding a variety of coping methods useful, namely, talking, socialising, and 
connecting with family. It seems that social support is of great importance (Doka, 
2002; Sanders, 1989; Worden, 2009). They also sought professional guidance, 
indicating that supervision and personal therapy can be of great help (Henderson, 
2005; Mahoney, 1997). Involvement in funeral services (Rando, 1984), creative 
expressions (i.e. music), self-reflection (Muller & Thompson, 2003), and seeing 
clients (Givelber & Simon, 1981) were also seen as helpful. Interviewees also 
reported, however, that they experienced barriers to their coping when others did not 
understand their grief (Millon, 1998). It seems that disenfranchised grief (Doka, 1989) 
can also be experienced by people who have lost a close family member. Finally, they 
reported that with hindsight things that they would have done differently would be 
spending more time with the family and the deceased, and taking more time off work.
In terms of empathy, Bozenski (2006) found that psychologists felt increased empathy 
for clients after the death of a loved one, something that Givelber and Simon (1981) 
and Guy (1987) also reported in their anecdotal accounts. More specifically, 
participants stated that they had a deeper connection with and understanding of their 
clients, as well as increased sensitivity to their clients’ experiences of grief and loss. 
Irritability with clients (Rappaport, 2000) and emotional instability (Millon, 1998) 
were also reported, however. The psychotherapists also mentioned that their loss made 
their clients more empathie towards them. In general, the interviewees believed that 
their increased empathy informed their therapeutic interventions. These results 
suggest that although bereavement might be a very challenging experience it could 
also result in increased empathy and deep communication with clients.
Finally, Boyden (2006) explored the impact of therapists’ bereavement on self­
disclosure and found that psychologists usually disclose their loss to one or more 
clients. The type and number of disclosures varied from client to client and depended 
on the length of time clients had been in therapy. In relation to this, Myers and Hayes 
(2006) conducted an analogue study which showed that disclosure can be quite 
positive but only when the chent perceives the working alliance to be strong. Boyden 
(2006) also reported that disclosure was affected by whether the clients were having
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loss issues themselves, therapists’ theoretical orientation, cultural factors, and, finally, 
whether the clients questioned the therapists about their absence. Most of the 
psychologists believed that their disclosure was beneficial for the therapeutic 
relationship.
The above collaborative qualitative study from Boyden (2006), Bozenski (2006), and 
Colao-Vitolo (2006) made a notable contribution to the under-researched area of 
therapists’ bereavement and its impact on work with clients. It drew attention to the 
implications of therapists’ bereavement for practice, paving the way for more research 
in this area. There are some aspects of this study, however, that merit further attention. 
This research mainly explored parental losses and therefore major non-kin losses were 
once again disenfranchised. The apphcation of the CQR method seemed faithful to its 
guidelines (Hill, Thompson, & Williams, 1997) but perhaps the use of a qualitative 
method like Interpretative Phenomenological Analysis (IPA), that gives space for 
more interpretation of the findings, would have been more appropriate for this 
research topic.
Therapists’ Experiences of Clients’ Death
The end of therapy owing to a client's death can be a major event in the personal and 
professional life of the therapist. The existing Hterature has explored the areas of 
therapists’ experiences of clients’ suicide and multiple deaths owing to terminal 
illnesses, but there is a paucity of research on non-suicidal clients who have died 
suddenly. In this paper more attention will be paid to the latter category because it is 
under-researched and of great importance since psychologists’ grief in this case seems 
to be more disenfranchised not only by the research community but also by working 
and social environments and academic training.
Therapists who experience a client’s suicide are affected both as individuals who may 
have lost a significant other but also as professionals who have experienced a crisis in 
their work (Horn, 1994). This usually results in intense and conflicting feelings of 
shock, disbelief, sadness, anger towards the client, fear of blame, and feelings of guilt
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or professional incompetence (Alexander, 2007; Cotton, Drake, Whitaker, & Potter, 
1983; Hendin, Lipschitz, Maltsberger, Pollinger Haas, & Wynecoop, 2000; Kleespies, 
Smith & Becker, 1990; Valente, 1994). The ‘surviving’ therapist seems to experience 
emotions that resemble the stage theories of grief. Emotional acceptance and 
resolution have been described by Carter (1971) and Cotton et al. (1983) as the “final 
stage” for ‘surviving’ therapists of client suicide. It seems, however, that the grieving 
process may not have a clear end (Stem, 1986) and that therapists’ grief depends on 
the quality of the relationship with the client (Christianson & Everall, 2009). Several 
surveys found that the impact of suicide is greater on trainees (Kleespies, Penk, & 
Forsyth, 1993; McAdams & Foster, 2000), that therapists may experience intense 
distress and grief (Chemtob, Hamada, Bauer, Kinney, & Torigoe, 1988; Dewar, 
Eagles, Klein, Gray, & Alexander, 2000; Goldstein & Buongiono, 1984; Hendin et al., 
2000; Kleespies et al., 1990; McAdams & Foster, 2000), may become very cautious 
with suicidal clients (Dewar et al., 2000; McAdams & Foster, 2000) and even stop 
working with them (Hendin et al., 2000). Conversely, getting support firom 
supervisors, colleagues, personal therapy, family, fiiends (Goldstein & Buongiono, 
1984; Ruskin, Sakinofsky, Bagby, Dickens, & Sousa, 2004), and talking to the 
deceased’s relatives and attending the funeral (Hendin et al., 2000; Kleespies et al., 
1990; McAdams & Foster, 2002) were reported as being very helpful. Support for 
mental health practitioners who are survivors of clients’ suicide is available in many 
work contexts, but many therapists work in private practice and may not have access 
to this kind of support. The lack of qualitative research calls for studies that can 
capture in a more encompassing, flexible, and explorative way the losses and struggles 
of the therapists who have experienced a client suicide. This will help to draw more 
attention to the issue, since although mental health professionals are beginning to 
receive recognition as legitimate survivors (Grad & Michel, 2005), there seems to be a 
long road ahead.
Dealing with multiple clients’ deaths from terminal illness can greatly impact on the 
personal and professional lives of mental health practitioners. Empirical studies (Allen 
& Miller, 1988; Bennet, Kelaher, & Ross, 1994; Hunt & Rosenthal, 2000; Kachik, 
2001), clinical vignettes (Gabriel, 1991; Strug & Podell, 2002), personal accounts 
(Bell, 1988) and the works of Bennet (1995), Dane (1995), Dane and Miller (1992),
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and Katz and Johnson, (2006) support the suggestion that therapists experience grief, 
depression, helplessness, and battle fatigue syndrome, although post-traumatic stress 
disorder (Gabriel, 1994), inability to treat friture patients (Bonde, 2001) and also 
greater empathy towards clients after such experiences (Allen & Miller, 1988) have 
also been reported. In this vein, Worden (2009) has suggested three guidelines to help 
mental health practitioners who work with dying individuals. The first is that 
therapists should know their limitations in terms of how many people at any given 
point they can have a close relationship with and work with. Second, Worden argued 
that psychotherapists should actively grieve and let themselves experience then- 
personal feelings without suppressing them. Finally, he asserted that all therapists 
should get support from their professional and personal contexts. Mental health 
practitioners who deal with multiple deaths usually work within institutional settings 
that provide training and support in the form of workshops, supervision, group 
discussions, and institutional rituals. Furthermore, these deaths are usually anticipated 
and part of the therapeutic work is to reflect on unresolved issues and prepare people 
to say ‘good-bye’. But what happens with therapists who do not work in such contexts 
and do not anticipate a client’s death?
Research on client death in these circumstances is almost non-existent. Anecdotal 
papers (Buechler, 2000; Levinson, 1972) comment on therapists’ experiences of 
grieving, feeling pain, having difficulty working with friture clients, and not being 
able to talk to others who knew the client and share their feelings. Their sadness was 
characterised by isolation since owing to their professional role and relationship with 
the deceased their feelings were seen as ‘unacceptable’ (Doka, 1989). Their 
disenfranchised grief (Doka, 1989) intensified the impact of their experience in their 
personal and professional lives. Even if the end of the therapeutic relationship is not 
because of a client’s death, nevertheless therapists may experience the significant loss 
of a relationship (Goodyear, 1981), especially if this relationship was a long, intimate, 
and productive one.
The only empirical research on therapists’ experiences of clients' sudden death is 
Schwartz’s (2004) qualitative study that was conducted for her thesis. Schwartz 
(2004) used in-depth semi-structured interviews for her nine participants. She derived
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five meta-themes; attachment in the therapeutic relationship, therapist’s bereavement, 
therapist left holding the bag, coping with client sudden death, and lessons learned.
The author argued that if during treatment an attachment develops with the client then 
the therapist experiences feelings of bereavement. The significance of the attachment 
relationship has also been pinpointed by theorists like Bowlby (1961, 1973, 1980), 
Doka (2002), Fraley and Shaver (1999), Parkes (2001), Shaver and Tancredy (2001), 
and Worden (2009). Schwartz concluded that therapists’ bereavement had similarities 
but also differences with other theories of bereavement generated by Bonanno and 
Kaltman (1999), Rando (1993), Sanders (1989), Stroebe and Stroebe (1987), and 
Worden (1991). The therapists’ bereavement was also influenced by their spiritual 
beliefs, professional role, and other concurrent crises in their lives. As other authors 
noted, the professional role can inhibit and isolate a therapist’s grief (Buechler, 2000; 
Doka, 2002; Rubel, 2004). Owing to the intimacy of the therapeutic relationship and 
the knowledge of clients’ private thoughts some therapists experienced the feeling of 
“being left holding the bag”, that emerged from knowing their clients’ unfinished 
business. Things that helped them cope were receiving social support (Doka, 2002; 
Sanders, 1989; Worden, 2009), attending rituals (Rando, 1984), or creating personal 
rituals (Doka, 2002), and mamtaining a connection with the deceased (Klass et al., 
1996; Walter, 1996, 1999; Worden, 1991, 2002, 2009). Participants also noted, 
however, that they felt that their grief was disenfranchised by themselves owing to 
their professional role and relationship with the client and by others in their social and 
working environment, adding that prior training in losing a client could have been 
helpful.
A client’s death affected their work in diverse ways and participants reported feeling 
more attuned and genuine with the clients (Allen & Miller, 1988; Givelber & Simon, 
1981; Guy, 1987), feeling more pressured to address some issues in the therapeutic 
relationship but also feeling less able to tolerate negative and self-harming behaviour 
from clients (Rappaport, 2000), and having difficulty forming attachments with friture 
clients. In terms of personal impact interviewees reported an increased awareness of 
mortality and existential issues (Boyden, 2006; Bozenski, 2006; Colao-Vitolo, 2006; 
Millon, 1998), but also a normalisation of their feelings and need to grieve.
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Schwartz’s (2004) pioneering study contributed to the ‘enfranchisement’ of therapists’ 
grief after experiencing the death of a client. Participants reported that the interview 
process itself made them more aware of their feelings and of the event’s impact on 
their personal and professional life. This study offered a thorough look at the under­
researched area of losing a client to sudden death and by doing so gave voice to the 
uniqueness of such an experience and the multiple ways it can affect the therapist as a 
person and as a professional. It drew attention to the importance of acknowledging 
such experiences and providing support and training in order to enhance personal 
development and therapeutic practice.
Other Types of Therapists’ Personal Loss
Doka’s (1989, 2002) theoretical concept of disenfranchised grief will be used to 
review other significant losses that have received limited attention from the research 
community, despite the impact they may have on mental health practitioners’ 
psychological functioning and work with clients.
Loss of health may not be seen as a significant loss because one is still physically 
present whatever the implications for the self might be. Wong (1990) commented on 
her own illness and its meanings, reporting the loss of her body as she knew it, loss of 
control over herself, of her competence, and reasoning. Literature on mental health 
practitioners’ loss of health argues that therapists’ defences such as denial, 
omnipotence, narcissistic withdrawal, and reaction formation against weakness (Bram, 
1995; Chemin, 1976; Counselman & Alonso, 1993; Dewald, 1994; Halpert, 1982) 
may cause great harm to neutrality, objectivity, empathy, and general engagement 
with the client (Counselman & Alonso, 1993; Halpert, 1982). A therapist’s unresolved 
losses may negatively affect the therapeutic process like any other unresolved issues 
(Hayes et al., 2007). From the above, it becomes evident that if therapists 
acknowledge and ‘work through’ their loss of health and own mortality, then their 
therapeutic practice can develop and improve. Sharing her personal experience, 
Morrison (1990) stated: “I often felt that I was able to listen with a ‘fourth’ ear.
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particularly for issues of loss...” (p. 229) and “The experience informs my life. I 
postpone things less; I try to live more fully. I think this attitude infused my work. I 
feel both freer and more fully ‘there’ with patients” (p. 246).
Of course, therapists can be clients as well, and thus witness and experience the illness 
and death of their psychotherapists. As Fowlkes (1991) noted, this grief is probably 
isolated since it is not socially sanctioned. Garfield (1990) shared his experience of 
losing his analyst and how this resulted in feelings of anger, sadness, guilt, and being 
lost without knowing it because he did not realise he was grieving. Owing to the type 
of relationship between Garfield and his analyst, this loss was disenfranchised not 
only by his social context but also by himself. Rendely (1999) also shared the loss of 
her analyst from cancer and called for recognition of the grieving analysands and their 
right to mourn their loss. Another instance of disenJfranchised loss was Lewis’s (1982) 
anecdotal paper on his experience of losing four fiiends and ending up denying any 
affect. His denial greatly affected his psychotherapeutic competence. Pappas (1989) 
commented on her disenfranchised loss of divorce, a loss that is not acknowledged 
because although a relationship ends it is not because of death and it is seen as the 
resolution of a troubled period in someone’s life. Pappas viewed her divorce as a 
significant loss and she went through a grieving process. She reported that working 
through her loss improved her practice with clients presenting with loss issues.
All of the above anecdotal papers reported significant personal losses indicating their 
capacity for deleterious but also regenerating effects in a personal and professional 
dimension. Worden (2009) argues that exploring one’s own history of losses makes 
one a more effective therapist. Before doing this, one should also ask oneself: what are 
my personal losses and how have these affected me and how do they continue to 
affect me? Qualitative research can unlock the door to the exploration of such a 
significant but unexplored area of personal and professional growth.
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Discussion
This paper reviewed the literature on therapists’ bereavement and loss experiences. 
The existing bereavement theories and the relevant studies on therapists’ experiences 
of the death of a close relative, the death of a client and other significant personal 
losses were used as a fi*amework to give a panoramic view of a neglected but ever­
present and life-transforming theme in mental health practitioners’ lives. By doing so, 
it pinpointed the multiple ways in which a significant loss may affect one’s personal 
well-being, development, and clinical practice. Thus, it is hoped that it will attract 
more attention fi*om the academic and clinical community for further exploration since 
relevant research is at present limited. One of the aims of fixture research should be the 
‘enfranchisement’ of this disenfranchised research topic.
Disenfranchisement took the form of lack of exploration of other types of losses in the 
literature but also coloured therapists’ bereavement owing to the death of a close 
family member (Boyden, 2006; Bozenski, 2006; Colao-Vitolo, 2006; Millon, 1998). 
Participants complained about the naïve others in their lives who simplified their grief 
owing to preconceived notions about their grief (Millon, 1998). This resulted in their 
experiencing barriers to coping (Colao-Vitolo, 2006). Fxxrthermore, it was evident in 
cases where mental health practitioners had experienced the death of a client 
(Buechler, 2000; Levinson, 1972; Rubel, 2004; Schwartz 2004). In this context their 
professional role and relationship with the client inhibited the processing of their 
possible loss and enforced their isolation not only because of the social and working 
environment’s disenfranchisement but also because of self-disenfranchisement 
(Kauffinan, 2002). The presentation of other significant personal losses indicated how 
the acknowledgement and recognition of, and reflection on, such experiences can be 
beneficial not only for personal growth but also clinical practice.
The need for fiirther research seems even greater in cases where a significant loss 
experience is disenfranchised since in these instances there is repression of grief 
emotions and behaviours, isolation, and confiision. As Doka (2002) noted, “The very 
nature of disenfranchised grief creates additional problems for grievers while 
removing or minimising their sources of support”, (p. 17).
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This review showed that significant personal losses have great impact in a personal 
and professional dimension. Who, however, determines which loss, and for whom, is 
‘significant’? Up till now research has explored specifically the loss of a relative or 
client. We believe that more space should be given to participants to express other 
possible personal loss experiences that can be of great importance and meaning in 
terms of the impact of that loss on the self and on work with clients. In this way not 
only is the scope of the meaning of loss broadened and disenfranchisement limited but 
the possible idiosyncratic importance and impact of a loss experience for each 
individual is recognised.
There is a piece of folk wisdom which says that therapists can only go as far into the 
emotional depths of their clients as they have gone themselves. It seems that where 
there is a lack of recognition and acknowledgement there is also greater potential for 
development. For this reason the exploration of the following questions would seem to 
be of particular interest for future research:
1. How might therapists’ loss experiences affect them personally and 
professionally? The breadth of this question is intended to give space for the inclusion 
of loss experiences that the participants themselves find personally significant; and
2. How might therapists’ possible disenfranchisement experiences of their 
losses affect them personally and professionally?
It is hoped that through this endeavour more awareness and insight may result not 
only for the research participants but also for the academic and especially the 
psychotherapeutic community and the latter’s services to clients. Self-reflection is 
deemed to be one of the most powerful tools in a psychotherapist’s personal and 
professional development. The disenfranchised theme of therapists’ loss experiences 
may offer the most ^ fruitful ground for such growth.
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Appendix I
Numerous different literature searches were conducted through EBSCO Host 
(PsycINFO, PsycARTICLES, Psychology and Behavioral Sciences Collection, 
PsycBOOKS, E-Joumals, MEDLINE, British Nursing Index, International 
Bibliography of the Social Sciences, Business Source Complete) and Google Scholar. 
The most fruitful searches -in terms of the volume and usefulness of the articles found 
for this particular paper- are detailed below. A snowballing technique was also 
applied, where articles were identified using the reference sections of preceding 
papers.
Bereavement theories or Grief theories or Mourning theories (search was conducted 
through: PsycINFO, PsycARTICLES, Psychology and Behavioral Sciences
Collection, PsycBOOKS, E-Joumals, MEDLINE, British Nursing Index, International 
Bibliography of the Social Sciences, Business Source Complete).
Therapist loss or Counselor loss or Psychologist loss (search was conducted through: 
PsycINFO, PsycARTICLES, Psychology and Behavioral Sciences Collection, 
PsycBOOKS, E-Joumals, MEDLINE, British Nursing Index, Intemational 
Bibliography of the Social Sciences, Business Source Complete).
Therapist bereavement or Counselor bereavement or Psychologist bereavement, 
(search was conducted through: PsycINFO, PsycARTICLES, Psychology and
Behavioral Sciences Collection, PsycBOOKS, E-Joumals, MEDLINE, British 
Nursing Index, Intemational Bibliography of the Social Sciences, Business Source 
Complete)
Therapist loss (search was conducted through: google scholar)
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Journal of Loss and Trauma: Intemational Perspectives on Stress and Coping
Instructions for Authors
***Note to Authors: please make sure your contact address information is clearly 
visible on the outside of all packages you are sending to Editors.***
Submission of Manuscripts
Original manuscripts should be submitted to John Harvey, Department of Psychology, 
University of Iowa, Iowa City, lA 52242-1407; phone (319) 335- 2473; fax (319) 335- 
2799; e-mail: john-harvey@uiowa.edu. Authors are strongly encouraged to submit 
manuscript files via email attachment. The manuscript should be prepared using MS 
Word or WordPerfect and should be clearly labelled with the authors' names, file 
name, and software program. Each manuscript must be accompanied by a statement 
that it has not been published elsewhere and that it has not been submitted 
simultaneously for publication else-where. Authors are responsible for obtaining 
permission to reproduce copyrighted material fi*om other sources and are required to 
sign an agreement for the transfer of copyright to the publisher. All accepted 
manuscripts, artwork, and photographs become the property of the publisher.
All parts of the manuscript should be typewritten, double-spaced, with margins of at 
least one inch on all sides. Number manuscript pages consecutively throughout the 
paper. All titles should be as brief as possible, 6 to 12 words. Authors should also 
supply a shortened version of the title suitable for the running head, not exceeding 50 
character spaces. Each article should be summarized in an abstract of not more that 
100 words. Avoid abbreviations, diagrams, and reference to the text.
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Manuscripts, including tables, figures, and references, should be prepared in 
accordance with the Publication Manual of the American Psychology Association 
(Fourth Edition, 1994). Copies of the manual can be obtained fi-om the Publication 
Department, American Psychological Association, 750 First Street NE, Washington, 
DC 20002-4242; phone (202) 336-5500.
Illustrations
Illustrations submitted (line drawings, halftones, photos, photomicrographs, etc.) 
should be clean originals or digital files. Digital files are recommended for highest 
quality reproduction and should follow these guidelines:
• 300 dpi or higher
• sized to fit on journal page
• EPS, TIFF, or PSD format only
• submitted as separate files, not embedded in text files
Tables and Figures
Tables and figures should not be embedded in the text, but should be included as 
separate sheets or files. A short descriptive title should appear above each table with a 
clear legend and any footnotes suitably identified below. All units must be included. 
Figures should be completely labeled, taking into account necessary size reduction. 
Captions should be typed, double-spaced, on a separate sheet. All original figures 
should be clearly marked in pencil on the reverse side with the number, author's name, 
and top edge indicated.
Proofs
One set of page proofs is sent to the designated author. Proofs should be checked and
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returned within 48 hours.
Reprints and complimentary copies
Each corresponding author will receive one copy of the issue in which the article 
appears. Reprints of individual articles are available for order at the time authors 
review page proofs. A discount on reprints is available to authors who order before 
print publication.
Taylor &. Francis
Author Services
Visit our Author Services website for further resources and guides to the complete 
publication process and beyond.
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Appendix III
Personal Reflections
Loss is a recurrent topic in every person’s life and many of the individuals Avho have 
therapy encounter psychological difficulties related to a loss. Therapists are no 
exception and their role is quite challenging since they encounter loss not only in their 
personal life but through their working role also. For this reason, exploring therapists’ 
loss experiences and how this can affect them both personally and in their work with 
clients is very drawing for me. I believe that psychologists serve a profession in which 
their personal experiences greatly affect their work with clients since the therapist, as 
a person, is the ‘working tool’.
Different types of personal losses have affected and moulded my way of being, 
thinking and relating and also my work with clients. They have made me more 
flexible in terms of what counts as loss, more attentive and open to clients’ loss 
experiences, and more empathie and understanding of the unique way in which every 
individual experiences loss.
The lack of a supportive father figure during my childhood and adolescence resulted 
in a loss of confidence that I had to make up for on my own and through the support 
of my mother. This personal experience encouraged me to become a psychologist, 
since I developed a natural tendency to be caring and empathetic with other people. 
Providing the support that I had never had myself became unconsciously a part of me 
and only recently with the help of my psychotherapist have I become fully aware of it. 
Of course, this would not have happened if my psychotherapist had not recognised my 
experience as a loss and thought it was important to reflect and work on it. 
Furthermore, being a caregiver for my cousin who died firom brain cancer made me 
realise how disenjfranchised grief can be experienced; due to the apparent 
incompatibility of the level of kinship and my deep attachment, people could not
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understand my grief and I felt isolated, unsupported, having at the same time to be and 
look strong in order to provide support to my aunt.
As a counselling psychologist in training I decided to use my personal experiences in 
a creative way, hoping to contribute to the field of counselling psychology by giving 
voice to under-documented therapists’ loss experiences and opening discussion on 
how these might be used for the improvement of therapeutic services.
The poor initial findings on therapists’ bereavement, grief and loss experiences made 
me question the lack of wide research on a topic so relevant for personal and 
professional growth but at the same time they reinforced my commitment and gave a 
further boost to my research interest. I was put off by the fact that I did not find any 
published qualitative studies -  except for four dissertations -  for such a rich and 
complex phenomenon but, on the other hand, I realised how full of potential 
qualitative research on therapists’ loss experiences is. The process of collecting the 
relevant literature was slow and hard. Although I felt overwhelmed by the amount of 
work I had to do, as I read my interest grew stronger and I developed a structure in my 
mind. As I gathered my material and studied the different aspects of therapists’ 
bereavement described in the literature I became more engaged with my writing.
The latter proved challenging because incorporating the findings in a coherent 
narrative demanded critical and analytical thinking. The diversity of loss experiences 
in the literature and my own personal experiences made me realise that using a 
specific theory to capture their essence would prove to be counterproductive and 
limiting for this rich and unique phenomenon. For this reason, I chose to use the 
existing bereavement theories as a conceptual map and at the same time hold a more 
constructivist stance that would enable me to be more flexible and open to what a loss 
might be without trying to fit individual experiences to universal truths. This provided 
more freedom and space for personal judgement and finitfid - 1 hope -  comments.
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In the course of this literature review I realised how many people have shared their 
personal experiences of loss through their anecdotal papers and contributed by 
breaking the silence and isolation of therapist bereavement. Maintaining the 
professional role of the ‘strong’, ‘omnipotent’ therapist and trying rigidly to fit one’s 
own feelings into this role and some of the bereavement theories can sometimes be 
debilitating not only for the self but also for clients. As I became familiar with the 
relevant literature I realised that by doing research on therapists’ loss experiences I 
could give voice not only to many other mental health practitioners but also contribute 
to the incorporation of loss in one’s ‘arsenal’ for personal and professional grovrih.
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Therapists’ Experience of Loss: An Interpretative Phenomenological Analysis
Abstract
This qualitative study aimed to explore therapists’ experience of loss. Semi-structured 
interviews were conducted with six therapists and the data were subjected to 
interpretative phenomenological analysis. Three master themes emerged from the 
analysis: (a) the grieving therapist, (b) hindrances in grieving, and (c) the impact of 
loss on therapeutic work. Therapists talked about their grief and elaborated on how 
they coped with their bereavement. Hindrances in their grief were reported, emerging 
both from others’ stance and from their own. Participants found that their experience 
of loss was related to both challenges and advancements in their therapeutic work.
Keywords: therapists ’ loss experiences, therapists ’ bereavement, IP A study
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Introduction
Research in the field of bereavement and grief has been very extensive, but therapists’ 
experience of loss seems to be relatively unexplored. This negligence may be the 
result of the therapists’ professional role, where more attention is paid to clients’ well­
being. This study is a further attempt to explore therapists’ loss experiences. It is 
based on the rationale that more research on therapists’ bereavement is required, 
owing to the increased frequency and idiomorphic characteristics of the losses that 
mental health practitioners experience. Therapists encounter loss in both their personal 
and working environments. Of course, personal loss can have a great impact not only 
on therapists’ but also on any individual’s belief system, way of thinking, feeling, 
acting, and relating to self and others. This impact, however, becomes even more 
crucial and important in the case of the therapist where own self seems to be the most 
important ‘therapeutic tool’.
Therapists’ bereavement and loss experiences have been explored in the literature 
within different contexts. These were mainly therapists’ experiences of the death of a 
close relative, the end of therapy owing to the client's death and other types of 
personal losses (Kouriatis & Brown, 2011). The majority of research has been 
conducted on therapists’ reactions to clients’ suicide (Christianson & Everall, 2009; 
Dewar, Eagles, Klein, Gray & Alexander, 2000; Goldstein & Buongiono, 1984; 
Hendin, Lipschitz, Maltsberger, PoUinger Haas & Wynecoop, 2000; McAdams & 
Foster, 2000, 2002; Reed & Greenwald, 1991; Ruskin, Sakinofsk, Bagby, Dickens & 
Sousa, 2004) or terminal illness (Bennet, Kelaher & Ross, 1994; Gabriel, 1991, 1994; 
Hunt & Rosenthal, 2000; Kachik, 2001; Strug & Podell, 2002) whereas therapists’ 
bereavement after losing a close relative, client, friend or therapist, loss of own health 
and experiencing a divorce have been presented mostly in anecdotal accounts 
(Balsam & Balsam, 1984; Garfield, 1990; Givelber & Simon, 1981; Guy, 1987; 
Lewis, 1982; Morrison, 1990; Pappas, 1989; Rappaport, 2000; Shapiro, 1985; Vamos, 
1993; Wong, 1990) and a few qualitative studies (Boyden, 2006; Bozenski, 2006, 
Colao-Vitolo, 2006; Millon, 1998; Schwartz, 2004). A loss may lead to enhanced 
realisation of one’s own mortality and existential issues but also a normalisation of
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feelings and the need to grieve (Boyden, 2006; Bozenski, 2006, Colao-Vitolo, 2006; 
Millon, 1998). A loss experience might result in greater empathy and improved ability 
to communicate with clients (Allen & Miller, 1988; Bozenski, 2006; Givelber & 
Simon, 1981; Guy, 1987; Schwartz, 2004) but it can also negatively affect the 
therapeutic process through the therapists’ emotional vulnerability (Balsam & 
Balsam, 1984; Bozenski, 2006; Millon, 1998; Rappaport, 2000; Schwartz, 2004; 
Ulman, 2001) and use of psychological defences (Bram, 1995; Chemin, 1976; 
Counselman & Alonso, 1993; Dewald, 1994; Halpert, 1982).
It is evident from the above that significant personal losses have the capacity for 
deleterious but also regenerating effects on a personal and professional dimension. But 
who determines for whom which loss is ‘significant’? Up to now only qualitative 
studies by Boyden (2006), Bozenski (2006), Colao-Vitolo (2006), Millon, (1998) and 
Schwartz (2004), all dissertations, have specifically explored therapists’ bereavement 
and loss experiences of close relatives and clients and how these affect the 
psychotherapeutic process. This study argues that more ‘space’ should be given to 
participants to express other personal loss experiences of potential importance and 
meaning in terms of the impact on the self and on work with clients. In this way not 
only is the scope of the meaning of ‘loss’ broadened and the disenfranchisement 
(Doka, 1989, 2002) limited but also the possible idiosyncratic importance and impact 
of a loss experience for each individual is recognised.
Given the aforementioned arguments, the exploration of one research question is of 
particular interest: how do therapists experience loss? The aim of the research 
question is twofold: on the one hand, it is an open invitation to participants to talk 
about how they experience loss as individuals who happen to be therapists as well 
and, on the other hand, it is an attempt to give space to the inclusion of loss 
experiences that the therapists themselves find personally significant. The 
disenfranchisement that emerges from the exclusion of types of loss is consequently 
limited. It is hoped that this endeavour will make a notable contribution to the existing 
body of Hterature on therapists’ loss experiences and draw more interest from the 
research community since, up till now, the relevant research is limited.
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Given that loss is quite a rich, complex phenomenon and can be a unique experience 
for each individual, a qualitative approach was adopted because of its focus on the 
meaning a phenomenon might hold for a participant and its ability to bring to the 
surface how one experiences the theme under investigation (Willig, 2001). The 
method of data collection chosen was semi-structured interviews. This type of 
interview was chosen because it is characterised by a flexibility that facilitates the 
interviewer’s extraction of further interesting data as the participants elaborate on their 
experiences (Smith & Eatough, 2007). The method of data analysis was Interpretative 
Phenomenological Analysis (IPA; Smith & Osbom, 2003). IPA was preferred to other 
qualitative approaches because it specifically focuses on each participant’s meaning of 
the experience (idiographic, phenomenological) and at the same time acknowledges 
the active role of the interviewer in this meaning-making process (interpretative) 
(Smith & Eatough, 2007). Furthermore, IPA’s ontological position is one of subjective 
reality that is construed by the individual’s experience and perception and the 
interaction between the individual and researcher (Smith & Eatough, 2007). Thus, in 
terms of its epistemological position it recognises that “to get close to the participant’s 
personal world, one cannot do this directly or completely. Access is dependent on the 
researcher’s own conceptions which are required to make sense of that other personal 
world through a process of interpretative activity”, {About IPA, Retrieved June 4, 
2010, firom http://www.ipa.bbk.ac.uk/about-ipa). Last but not least, IPA was thought a 
better fit for this study because it also gives space to the researcher to reflect on and 
interpret the participants’ cognitive and psychological state expressed linguistically 
and paralinguistically (Smith & Eatough, 2007). Although IPA has the limitation of 
relying on participant’s ability to verbalise their experiences (Brocki & Wearden, 2006), 
it is assumed that any negative impact of this limitation to this study will be limited 
since participants are very experienced therapists whose ability to express themselves 
through speech is advanced due to the nature of their work. However, it is 
acknowledged that language limitations are also dependent upon its capacity to 
represent a person’s experience without constraining it or altering it (Willig, 2001).
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Method
Participants
Purposive sampling was used in order to recruit therapists who were interested in 
talking about their loss experiences. Purposive sampling starts with a purpose in mind 
and the sample is thus selected to include people of interest and exclude those who do 
not fit the purpose. IPA favours purposive sampling because of its ability to illuminate 
specific research questions or areas (Smith & Osbom, 2003). All therapists worked in 
private practice. Participants were required to have at least five years of professional 
experience. It was assumed that these individuals, owing to their personal and 
professional maturity, would be more likely to provide a rich account of loss 
experiences and their implications on the self and way of working with clients.
Participants were recruited through twenty-five email invitations (see Appendix II) 
sent to therapists who worked in private practice and were selected fi*om the United 
Kingdom Council for Psychotherapy (UKCP) site and the researcher’s academic and 
professional environment. An information sheet (see Appendix III) was attached to the 
email invitations informing the participants of the nature and purpose of this study. 
Six therapists rephed positively. The sample size was thought fit to provide some 
diversity in the data and space for focusing on individual cases. Four of the 
participants were male and two were female. In terms of ethnic background, three 
were ‘White British’, two ‘White European’, and one ‘White Irish’. Three therapists 
had an integrative theoretical orientation, two were psychoanalytic therapists and one 
was a family-systemic therapist. Their therapeutic experience ranged fi*om five to 
twenty years with an average mean of fifteen years.
Ethical Considerations
This study was granted ethical approval by the Faculty of Arts and Human Sciences’ 
Ethics Committee, University of Surrey (see Appendix I).
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Procedure
Individual face-to-face semi-structured interviews were used for data collection. The 
interviews were audio recorded and lasted up to one hour. The interview schedule (see 
Appendix V) invited participants to reflect on their loss experiences both on a 
personal level and with regard to their therapeutic work with clients. More 
specifically they were invited to share a loss or losses that they had experienced as 
personally significant. They were also asked to elaborate on their loss/losses and their 
interaction with their therapeutic work. The above structure was developed in order to 
give space to the participants to talk about their loss both as individuals and as 
therapists.
Prior to the interview, participants read and signed a consent form (see Appendix IV) 
and they were given the opportunity to ask questions. After the interview, the 
participants were given a debriefing sheet (see Appendix VI) which provided optional 
information for additional support (loss-related helplines and reading lists) and the 
option of having an additional debriefing session with the interviewer if they needed 
to.
Credibility of the Research
The credibility of this study is enhanced by its transparency in terms of its ontology, 
epistemology, method, and analysis (Morrow, 2005; Yardley, 2000). Special attention 
was given to ensuring that the connection between the raw data and the final master 
themes was not lost and could be traced by independent audit (Smith & Osbom, 
2003). Furthermore, the verbatim extracts in the results section of the study are 
enough to give voice to all participants and allow the readers to check the 
interpretations being made (Smith, Flowers & Larkin, 2009). Finally, the credibility 
of this research was further aided by the researcher’s reflexivity (Morrow, 2005) 
through the acknowledgement and the recording of how the interviewer’s experiences
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and understandings may have influenced the process. Participants will also be given 
the opportunity to see the final outcome and provide their feedback.
Analysis
Each interview was transcribed and identifying details were removed or altered to 
ensure confidentiality. The analysis followed the guidelines given by Smith and 
Eatough (2007). Each transcript was read thoroughly many times. Initial comments 
and thoughts that were interesting in relation to the research were recorded on the left 
margin of the transcripts. These included comments and interpretations about 
participants’ way of expressing themselves linguistically and paralinguistically but 
also possible connections with the existing literature. The next phase involved writing 
on the right margin of each transcript key terms that could capture the essence of the 
data and could be used as themes. After completion of this process, all the emergent 
themes in the transcripts were scanned thoroughly for connections between them and 
for possible ways of clustering them. This led to the creation of master themes and 
sub-themes that were representative of shared experiences among the participants. 
Each master theme conveyed the conceptual nature of the sub-themes within it. This 
process led to some themes being dropped either because they did not fit well with the 
emerging structure or because they were weakly supported by the data. The final 
themes were an outcome of moving back and forth through the various analytic stages 
and that helped to preserve the connection with each participant’s experience.
Results
Three master themes emerged from the analysis: (a) the grieving therapist, (b) 
hindrances in grieving, and (c) the impact of loss on therapeutic work (see Appendix 
VII). The first master theme, the grieving therapist, gives a detailed account of how 
the participants experienced grief and how they coped with their bereavement. The 
second master theme, hindrances in grieving, elucidates the obstacles that the
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participants were faced with in their grief and which had as a source both others and 
own self. The final master theme, impact o f loss on therapeutic work elaborates on the 
challenges and advancements experienced in therapeutic work that were related to 
personal loss experiences. The master themes were intended to capture the 
descriptions given by the participants of their experience of loss and they are 
developed and explained below.
The Grieving Therapist
Describing their loss, participants talked about both their grief experience and the 
ways in which they coped with their bereavement. It appeared that grief had not only 
a psychological effect on participants but also a cognitive, physical, and relational 
one. Furthermore, participants found that receiving support fi-om others, doing client 
work, living while grieving, and engaging in a meaning-making process all 
ameliorated their bereavement.
The grief experience. Participants’ words indicated that grief was not only a 
psychological experience but also affected them in a cognitive, physical, and 
relational way. With regard to the psychological domain participants reported a 
variety of feelings, such as sadness, loneliness, anger, guilt, fear, and stress.
Sharing his experience of losing his wife -  aged 53 -  to cancer eight years ago, Steven 
explained:
I  always fe lt that I ’ve got a future and... and my real (crying) my real 
sadness is for her. Her loss (crying). ”
Steven is suggesting that his sadness arises fi*om the future that his wife never had the 
opportunity to experience but that he is able to experience for himself. The use of the
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present tense to describe his sadness and his emotional state suggest that his grief over 
the loss of his wife is still present.
Talking about his experience of losing a client to suicide, Neil said:
“Well, it’s difficult not to feel responsible and guilty around suicide. I  think that 
most people do, especially i f  you are close to the person. [  ]  I  know there is anger at 
some level, although I  don’t particularly feel it. Uhm... but I  can detect it every now 
and then. Could detect it every now and then. A lot o f sadness []. ”
Describing his feelings of guilt and responsibility, the participant at the same time 
normalises his feelings Cmost people do ”). Furthermore, he pinpoints the importance 
of a close attachment to the subsequent feelings a therapist might have about losing a 
client to suicide. When he is talking about anger, Neil’s use of the words some 
level” and don’t particularly feel i f  and his transition from the present tense “caw 
detect iC to the past tense ^^could detect //” are perhaps expressive of some discomfort 
that he seems to have with this feeling and his desire to leave it behind. It appears 
anger is a fluctuating feeling that he might still experience. After these words, the 
participant continues to elaborate on his feeling of sadness, making clear that although 
he perceives sadness as more "'’Useful. It can last long but then it makes it possible for 
you to go ow”, he sees anger as inhibiting this process: “/"] with the anger you kind o f 
stay there [ ]  hang on to i f  and guilt as unfair because "With the guilt you are giving 
yourself a hard time when., you shouldn’t.” The feeling of guilt seemed to further 
enhance Neil’s fear of being rebuked:
“/  think that part o f the feeling guilty and responsible came with... [  ]  the fear 
o f some kind o f reprimandfrom the system or from relatives. ”
Commenting on his fear, Neil explained that it was not representative of the reality but 
of his own feelings that were also affected by the client’s persecutory thoughts 
through transference. It appears that his knowledge of psychological theory and his 
role as a therapist affected his meaning-making process.
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Describing his loss of relocating from one country to another, Adam said:
""When you lose what is familiar then you are highly stressed. I  mean I  was 
stressed because [  ]  even something as stupid as learning when you need to get 
garbage out and missing the right days and everybody is actually leaving very close.. 
[  ]  i f  I  don Y follow the sort ofpattern then Fm the only... Fm the odd one out. ”
Adam expressed the stress that emerged from moving to a new country and losing the 
""familiar"’. The use of the word ""stupid” may also be expressive of his frustration, 
and the example that he used indicates that some of his stress emerged from a desire to 
fit in. Furthermore, the change from past to present tense at the end suggests that his 
stress and worry are still present.
Although participants were more expressive of the psychological aspect of their grief, 
Adam’s account pictured more elaborately its cognitive aspect as well. Memory loss, 
preoccupation with loss, and having irrational thoughts were part of his grief 
experience. Describing the sudden loss of his father, he said:
""So I  left Friday having done a whole day o f work, taking him to the hospital, 
feeling that everything was fine. Come Monday he had passed away and I  was in a 
quite different place. Uhm... what I  did, it’s not actually very clear to me what I  did. ”
It appears that the death of Adam’s father was quite unexpected. This would have 
been quite traumatic for him and his memory loss may be indicative of that.
Furthermore, Adam talked about his preoccupation with his loss:
“Iguess when you lose someone you become quite... i t’s [a] very big thing to 
say but then again you are preoccupied with your loss, it’s all about you, isn ’t it? [ ]  I  
had times when I  didn ’t want to think anything but myself. ”
His initial pause ""quite...”, the use of the words ""it’s a very big thing to say” and the 
confirmatory question ""it’s all about you, isn’t it?” suggest that Adam felt a little
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hesitant about expressing this part of his grief experience. It is possible that this 
uneasiness arose from the fact that at the time he was working and focusing on his 
clients as well, and this might have made his preoccupation with his loss feel less 
appropriate.
Adam expressed his scepticism about labelling people's thoughts as irrational:
“[  ]  when you are really in pain and faced with loss then you might have 
thoughts that sound irrational or sound a bit crazy [ ]  but they are actually not crazy. 
They are thoughts that are related to... rather to a situation [ ]  where I  didn’t know 
how to deal with it or... So I ’ve always been rather sceptical about labelling people’s 
perceptions as irrational or dysfunctional. ”
It appears, however, that by changing the initial use of the second person ""you” to the 
first person ""F, he revealed that he also had irrational thoughts when faced with the 
sudden loss of his father. It is possible that the participant did not feel comfortable 
sharing his own ‘irrational’ thoughts and through his talk about clients he also 
normalised his own experience. The fact that the role of the therapist is connected -  
within the therapeutic and public domain -  with being ‘rational’ and ‘wise’ probably 
inhibited Adam’s more direct expression.
A couple of participants in the study talked about having a bodily experience of their 
grief. Nicole described feeling physically sick when she heard the message that the 
therapist she wanted to have bereavement therapy with was gravely ill:
“I  remember feeling physically sick when I  heard the message. It was like [  J  
something had been stirred up. Something actually that fe lt quite awful. Physically 
awful for me. [  J  the mentor died, she left me with a telephone number for somebody 
else, for my client. But that was essentially what she was doing for me. ”
It is evident that the message that Nicole heard acted as a stimulus that brought her 
back to a previous experience that she had had with her mentor whom she lost
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suddenly without an opportunity to say goodbye. Her experience supports Adam’s 
expressed belief that the body has its own physical way of recalling a loss.
Steven and Helen shared the relational aspect of their grief experience. For Steven, the 
grief over the approaching death of his wife brought the family together:
“[  J we did a lot ofgrieving together, as a family in advance o f her death. [J  I  
think that was the best thing for us as a family. ”
Prior to this, Steven stated that his wife was accepting and open about her imminent 
death. Her attitude appeared to be crucial in making grief over her death not an 
isolating experience but a uniting one. Conversely, Helen’s loss of having a son who 
developed schizophrenia initially affected her relationship with her husband 
negatively, since the way each approached this loss was quite different:
“/  think initially it affected my relationship with my husband [  ]  because we 
wanted to deal with it in different ways so we were quite polarised. ”
On this occasion Helen’s loss seemed more ambiguous than Steven’s in terms of its 
nature and its fiiture development. The above qualities possibly played a role in 
making this loss initially harmful to the couple’s relationship.
Talking about the different ways in which they experienced their grief, participants 
also elaborated on what helped them cope with it.
Coping with bereavement. To varying degrees participants found that 
receiving support from others, seeing clients, grieving and at the same time trying to 
live their lives, and finally engaging in a meaning-making process of their loss, helped 
them in coping with their bereavement.
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Support from others was quite diverse and was provided either within the personal 
environment of the participants (family, friends) or within a professional context 
(therapy, supervision, colleagues).
Being in analysis himself when he lost his father and after losing his analyst, Ian 
explained:
“/  mean I  think the experience o f being an analyst and being an analyst in 
analysis is so powerful that’s it’s a very containing, supportive framework I  think i f  I  
had not had that it would be different. So it’s as much as one’s own experience in 
analysis that helps. ”
Ian’s words show that it was not only being in analysis which was supportive but also 
being an analyst himself. He suggests that there is a special dynamic in this 
combination of roles that makes this experience of paramount importance (“z/1 had 
not had that it would be different"). It seems that having the psychological knowledge, 
knowing the psychotherapeutic language and its meanings, while being on both the 
giving and receiving end within a therapeutic context can be a very ""powerful” and 
""containing" experience.
Talking about their role as therapists many participants found that seeing clients while 
grieving proved to be very helpful, providing them with a temporary escape from their 
own bereavement and a sense that ""life could go on"".
""[ J it was true that once I  was in the room with the client and I  was absorbed 
with them, I  was distracted from my own mind and I  found I  could do my work and in 
a way it was comforting because my life could go on. ” (Nicole)
Nicole’s words ""I found I  could do my work” show that she held some doubts about 
her competence as a therapist while grieving but that these were overcome through the 
confidence that she gained from her work. It appears that for most of the participants 
client work satisfied their need to avoid being constantly preoccupied with their loss.
135
other therapists, however, found while grieving that taking a short break from work or 
reducing it was a form of self-care.
didn Y stay away from my work too long. I  think maybe a fortnight. I  think it 
actually helped me that I  got back into the work at a slower pace. So in a way that was 
a bit o f self-care. I  reduced my work, significantly at that period for a couple o f 
months actually. ” (Adam)
In relation to the need for caring for oneself, a number of participants expressed the 
importance of grieving on the one hand but also being able to live on the other hand. 
They also talked about engaging in a meaning-making process of their loss. Referring 
to his break-ups and losing a client to suicide, Neil stated:
“[  ]  for me the key in the end is a kind o f [ ]  a double process: one where I  
stay enough with the tragedy, with the sadness, with the loss, I  try to learn something 
from it, I  take my responsibility over the learning, the making, the meaning-making 
process, [  ]  The other thing that is very important [ ]  is to then make space to other 
life next to that. Other life events. Move on and... the next love, the other clients, the 
other people in my life. ”
Neil argues that grief over a loss is both an emotional, painful experience and a 
learning experience, a ""meaning-making process”. When talking about the painfiil 
side of loss, NeiTs use of “stay enough with.. " may be representative of both his more 
spontaneous reaction to experience the pain and his need to move on. Contrastingly, 
when describing the learning aspect of loss he used the words ""I try to learn..” and ""I 
take the responsibility”, indicating that learning and meaning-making arising from a 
loss require a more conscious effort. It appears grieving and bemg open to living are a 
balance that is crucial to Neil’s well-being and are representative of his capacity to 
stay with loss but also have hope for the future.
Although participants used a variety of ways to cope with their bereavement, some of 
them also experienced hindrances in grieving for their loss.
136
Hindrances in Grieving
Some participants talked about difficulties they experienced in their grief that emerged 
either from others’ stance towards their loss or from their own self.
Hindrances arising from others. Sharing her experience of having a 
schizophrenic son, Helen mentioned that for some people this was not recognised as a 
loss:
J I  think it wasn Y recognised by other people as a loss really. I  find  other 
people in my family, some people in the family, [  ]  they just didn Y mention it really 
[it] was as i f  it never happened really and that makes it very difficult. ”
The words ""other people” and ""some people in the family” suggest that Helen’s 
experience was not recognised as a loss within the wider social context but also 
partially within her family environment. It seems that at times she even experienced a 
denial of her loss: ""[it] was as i f  it never happened really”. As she describes it, this 
was ""very difficult” and it can be assumed that Helen did not have enough support 
and space to talk about her loss in an informal way and not within a professional 
context (e.g. therapy, supervision). This was not the only occasion when Helen felt 
that she experienced hindrances in her grief because of other people's stance:
“[ ]  when you have a client who dies, who is in therapy with you and they die 
[  ]  there is very little space to express the grief, the loss o f someone. [  J  I  fe lt that I  
have to fight for space to talk about because in the normal way coping with grief you 
talk to people who knew somebody, you will talk about them, you will go to the 
funeral, you will do those kinds o f things. And this happened to two o f my clients but I  
think it’s something which is neglected for therapists. When somebody dies it’s like 
well [he] died and that’s it. One o f my clients committed suicide and one o f my clients 
died after a very long [time] who had multiple sclerosis. And I  think, you know, you 
need support with these things. ”
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Her words illuminate that losing her clients was not recognised by others as a 
personal loss for her. Furthermore, she did not have the means to mourn and express 
her grief as she would have been able to do if her loss was socially sanctioned. Helen 
mentioned her struggle to find a space to talk and this means that she was probably 
isolated in her grief.
Although others’ stance negatively affected how some participants experienced their 
loss, there were cases where grief was hindered by own self.
Hindrances arising from own self. Talking about the sudden death of her 
father when she was in her late teens, Nicole said that apart fi-om not having the 
support that she would have liked fi-om her family she also perceived her grief as less 
important:
]  that sort o f defence or whatever you might like, that thing ofputting others 
first and thinking there’s sort o f a pecking order in grief and that other people’s grief 
is more important. ”
The use of the word ""defence” suggests that psychodynamic theory plays a role in 
how Nicole interprets her experience. Furthermore, it indicates that prioritising others’ 
grief was a way of avoiding her grief and the pain that went with it. It is likely that 
since she was not given the support and space she would have liked in order to grieve 
and mourn, then not acknowledging her own need to grieve but worrying for others 
made her loss and others’ negligence more bearable. It seems, however, that in the 
recent past Nicole had a reparative experience when she went to meet another 
therapist for support after losing her best friend and mentor:
""[ ]  all lean  remember from that 20 minutes was [that] she said to me: I  think 
you are grieving. And that was the most healing thing that happened to me 
(emotional), during that whole period. ”
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It appears that on this occasion as well Nicole did not recognise her grief and the need 
to mourn over her losses. Her words illuminate that what she heard from her therapist 
was something that she needed to say to herself and possibly this kind of recognition 
was something that she would have liked to have had in the past from her mother as 
well. The words ""most healing" are expressive of the importance that this experience 
held for Nicole. Furthermore, her emotional tone of voice and facial expression 
indicated that an element of grief over her losses was still present.
Impact of Loss on Therapeutic Work
The participants talked about their grief experiences both as individuals experiencing 
a loss and as therapists. Their losses had an impact on their therapeutic work in 
diverse ways. Through their losses participants experienced both challenges and 
advancements in their work.
Challenges. The challenges that most participants faced in their work had to 
do with their own vulnerability after experiencing a loss, the danger of over­
identifying with clients, and finally the desire to guide clients.
A number of participants continued working after their loss or had a short break. Their 
fragile psychological state at times posed a challenge to their therapeutic work. After 
his client’s suicide, Neil stated:
""[ ]  with the suicide o f this client I  certainly went through a period where I  
found myself emotionally scared and more rigid and [I] had to really pay attention, 
work on, bring that to supervision etc [  ]  especially around o f course the threat o f 
somebody else’s [suicide]. ”
Neil’s affective state towards his clients and especially towards suicidal clients was 
affected since he became ""emotionally scared", ""more rigid" and possibly had to put 
more conscious effort in in order to be aware of the interplay between his own
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psychological state and the therapeutic process. Therefore, it seems that the role of 
supervision became more paramount. His therapeutic competence, however, improved 
after experiencing the break-up of a relationship. In that context, Neil mentioned that 
he had become more ""emotionally fluid" with clients.
Participants also described the danger of over-identifying with clients who reminded 
them of their own experience:
“I  think the main problem was trying to sort out what was me and what was 
my client. ” (Helen)
Helen’s words illuminate that the boundaries between the clients’ feelings and 
thoughts and those of the therapists can become fuzzier when the latter have 
experienced a loss that still affects them. Helen’s sensitivity and awareness of this 
dynamic might also have been enhanced by her regard for psychoanalytic theory, 
which pays a lot of attention to what is unconsciously communicated and experienced 
between the client and the therapist. Furthermore, her words pinpoint the importance 
of knowing what is one’s own and what is not.
In relation to the above therapeutic ‘threat’, one more challenge that a couple of 
therapists elaborated on had to do with avoiding guiding the clients. As Nicole clearly 
states:
“I  mean one thing [that] I  would never do but it is a danger, using your 
experience to guide them, which is not... I  mean on the healthy side perhaps and 
hopefully, these are things that are fe lt in an unconscious level, that I  have survived 
loss. ”
The use of “/  would never do"", ""not [ J  on the healthy side perhaps"", implies that for 
Nicole guiding a client is wrong. It is possible that her strong stance on this matter is 
affected by her regard for psychodynamic theory, in which the therapist never actively 
or overtly guides the client. Nevertheless, it is likely that the participant felt the desire 
to do so even if she did not act on it. At the end she expresses the hope (which is in
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time with her theoretical orientation) that her own experience of surviving a loss might 
still be communicated to the client in an unconscious way.
Although most of the participants were faced with challenges in their work with 
clients, all of them experienced a positive development that was related to their 
previous experience of loss.
Advancements. The advancements that the participants experienced in their 
work after a loss had to do with an increased ability of ‘walking alongside with the 
client’, an enhanced diverse awareness, an increased empathy, and a boldness that 
characterised their therapeutic approach.
In relation to the danger of guiding the cHents, participants became more aware of the 
importance of giving space to the clients’ experience, assisting their struggles, and 
‘walking alongside’ them in a more explorative way.
“/  don Y have the answers to everything that people want to talk about so to be 
able to walk alongside somebody and be alongside somebody with what it is that they 
are struggling with is my sort o f starting-point. ” (Steven)
Steven’s words “/  don Y have the answers to everything" illustrate that he does not 
perceive himself as an ‘expert’ on other people's experience and his stance indicates 
that the therapy is as a more collaborative effort where the client’s experience and 
expertise are valued.
All the participants commented on developing an increased insight and awareness that 
they connected with their experience of loss. This enhanced awareness was diverse 
and referred to the concept of loss, one’s own self and limitations, and issues of life 
and death.
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Reflecting on his losses (losing a father, an analyst, having had a major operation, 
having a mother with dementia, experiencing a transition in his parental role owing to 
his children growing up), Ian stated:
“It certainly helped in terms o f how I  might understand loss, how I  might be 
sensitive to those sort o f issues. ”
The diversity of the losses that Ian shared as personally significant suggests that his 
broadened life and loss experience enhanced his understanding of the 
multidimensional meaning of loss and subsequently his therapeutic calibre with regard 
to working with clients’ losses.
Participants also elaborated on an increased self-awareness that emerged fi-om their 
loss and revolved around their own limitations and the realisation that life is 
intertwined with death. Ian elaborated on how his experience brought him in touch 
with his own limitations and mortality:
“I  had major surgery [and] that makes you think completely differently about 
your own mortality. And I  think up to then I  would always have imagined that I  could 
do just about anything I  wanted to do as long as I  wanted to do it enough (smiling). 
And then suddenly, you know, you have an experience like that and [  J  you think 
actually, you know, it isn’t always endless as it once was. ”
It is interesting that after talking about his earlier belief about himself the participant 
smiles. At that point in the interview, it felt as if he perceived his prior belief as naïve. 
One can assume that Ian’s realisation is something that affects indirectly his view on 
his clients’ mortality and limitations and thus his therapeutic stance.
The participants also talked about the increased empathy they developed with their 
clients after experiencing loss. They described how they became more tolerant, 
understanding, and accepting towards clients’ loss issues. Talking about his own 
experience, Adam explained:
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“I  would think my experience o f loss has given me a hit more capacity to 
connect with people who experienced loss. That would be the sort o f primary and to 
have a bit more o f an empathie attunement i f  you like. ”
His words suggest that his understanding of and communication with clients who have 
experienced loss had improved.
Another positive advancement that a couple of participants experienced in their work 
with clients had to do with being bolder in their approach, sharing their thoughts and 
being more confident about addressing ‘delicate’ themes in therapy.
“I  think it’s probably made me braver as a therapist. Not that I  was 
necessarily afraid to talk about death but a thing that has taught me [is] to be braver 
in my work, to be more courageous at saying the unsayable, to be able to face things 
rather than covering things up. ” (Steven)
Steven’s words illustrate a change after he lost his wife to cancer. It appears that he 
was more hesitant with regard to clients’ issues that revolved around death or themes 
that were challenging. The change he experienced was probably engendered by his 
wife’s attitude to her own approaching death, which was characterised by openness, 
acceptance, and active preparation for what was to come. Furthermore, it is possible 
that his braver stance was also influenced by a greater regard for immediacy since he 
had experienced many deaths in his life.
Discussion
This study set out to explore therapists’ experience of loss. Therapists talked about 
their grief and elaborated on the different methods that they found usefiil in coping 
with bereavement. They experienced hindrances in their grief as well, however, which 
emerged both from others’ stance and from own self. Participants found that their 
experience of loss was related to both challenges and advancements in their 
therapeutic work.
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What distinguished the present study from the limited relevant research on the topic is 
that it gave the opportunity and space to participants to talk about losses of personal 
significance, without focusing on and assuming the importance a specific loss might 
hold for them. The diversity of losses that the participants shared (losing a wife, a 
father, a friend, a client, an analyst, own health, having a mother with dementia, 
having a son with schizophrenia, breaking up, relocating, losing a parental role owing 
to children growing up) indicated loss’s idiosyncratic nature and meaning (Neimeyer, 
1999), and suggested that there is an increased awareness in the therapeutic world of 
the concept of loss.
This study contributed to the limited qualitative research on therapists’ bereavement 
(Boyden, 2006; Bozenski, 2006; Colao-Vitolo, 2006; Millon, 1998; Schwartz, 2004) 
by elaborating further on existing findings while also presenting aspects of therapists’ 
grief that were not addressed before. It highlighted the paramount importance of 
attachment not only in the case of losing a client (Christianson & Everall, 2009; 
Schwartz, 2004) but also when losing a friend, a lover, an analyst, one’s parental role, 
and country. Moreover, it further supported the concept of grief as a continuing 
process (Corr, 1998, 2002; Doka, 2002; Worden, 2009; Wortman & Silver, 1989) not 
only for the loss of a relative (Boyden, 2006; Bozenski, 2006; Colao-Vitolo, 2006; 
Millon 1998) but also for the loss of a friend, a lover, relocating, and experiencing the 
long-term illness of a loved one.
It supported the multidimensional (psychological, cognitive, physical, relational) 
aspect of grief argued by Stroebe, Hansson, Schut and Stroebe (2008) and Worden 
(2002). It further illuminated the idiomorphic characteristics of increased guilt, 
responsibility, and fear of reprimand in the case of client suicide (Alexander, 2007; 
Cotton, Drake, Whitaker, & Potter, 1983; Hendin et al., 2000; Kleespies, Smith & 
Becker, 1990; Valente, 1994) and increased stress in the case of relocating to a new 
country. In relation to the cognitive aspect of the grief experience, it was interesting 
that a couple of participants normalised the irrational thoughts that one might have 
while grieving although their role as therapists, which implies ‘knowing better’, 
possibly inhibited a bolder self-disclosure. This implies that grief can be a very
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intense and disorienting experience even for therapists who may have an ‘expertise’ in 
human struggles and sufferings. The physical dimension of the grief experience that a 
couple of participants elaborated shed light on how psychological and physical pain 
may be very closely related. The positive or negative effect that grief had on 
therapists’ relationships suggests that this was dependent on whether or not a loss had 
a shared meaning and initiated common coping strategies for those who were 
experiencing it.
Client work played a facilitative role in most of the therapists’ bereavement processes 
(Givelber & Simon, 1981; Millon, 1998). Ethical concerns can arise, however, when a 
therapist who is grieving a recent loss provides psychotherapeutic services to a 
vulnerable population. A survey by Hayes et al. (2007) indicated that a therapist’s 
unresolved losses may negatively affect the therapeutic process and they pinpointed 
the importance of self-awareness, especially when client difficulties are also loss- 
related. In this context, it appears that taking extended leave may constitute an ethical 
decision and the role of supervision becomes of crucial importance for the therapeutic 
services provided.
This study implied that the therapists’ coping ‘arsenal’ may be more robust than other 
people’s. Therapists appear to have good access to professional support (therapy, 
supervision, colleagues) owing to the therapeutic context they are working in. 
Moreover, their advanced psychological knowledge may provide them with fiirther 
guidance and a means to cope with their bereavement. Their abihty on the one hand 
to grieve and stay with loss and on the other hand to live and engage with life seemed 
descriptive of Stroebe and Schut’s (1999) Dual Process Model of Mourning. 
Furthermore, a couple of participants’ engagement in a meaning-making process of 
their loss was also supported in bereavement theory by Attig (1996), Marrone (1999), 
Neimeyer (1999), Nerken (1993), and Schaefer and Moos (2003).
The hindrances the participants experienced in their grief can very well be expressed 
by the use of the theoretical concept of disenfranchisement (Doka, 2002). Up to now 
relevant qualitative research on therapists’ loss of a close relative (Colao-Vitolo 2006; 
Millon, 1998) indicated that such grief was ‘simplified’ by others whereas a
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qualitative study by Schwartz (2004), and anecdotal accounts by Buechler (2000) and 
Levinson (1972) showed that therapists ‘stand alone’ in their loss of a client. Helen 
experienced a disenfranchisement of both her loss in terms of having a schizophrenic 
son and her loss of clients. The former loss was not recognised as an ‘actual’ loss by 
others and the latter meant her professional role and relationship with the deceased 
inhibited others’ recognition of her loss and need to grieve. Helen’s case suggests that 
there is still much to be done in educating the general public on both what a loss may 
entail and whom it may affect. Moreover, the present study showed that 
disenfranchisement can have one’s own self as a source (Kauf&nan, 2002). A couple 
of participants commented on how their own self inhibited the bereavement process 
by not recognising their need to grieve even when losing a parent.
In terms of therapeutic work, the danger of over-identifying with the client shed 
further light on the existing qualitative research (Boyden, 2006; Bozenski, 2006; 
Colao-Vitolo, 2006; Millon, 1998; Schwartz, 2004). It was very interesting to hear 
participants commenting on the danger of over-identifying with the client and trying 
to work out what was ‘theirs’ and what was not. It appears that when someone’s grief 
is still ‘active’ the therapists’ capacity for self-reflection and the role of supervision 
become paramount in the provision of therapy.
Through their experience of loss and the risk of over-identifying with and guiding 
clients, however, the therapists realised the great importance of being able to ‘walk 
alongside with a client’, providing an attentive space and bearing one’s pain. This 
suggested an enhanced belief in the priority and uniqueness of the clients’ experience 
and the importance of a respectfiil, attentive therapist who facilitates clients’ self­
exploration and self-reflection. The above therapeutic stance was further facilitated by 
their increased ability for empathy with their client’s losses (Bozensky, 2006, 
Givelber & Simon, 1981; Guy, 1987). Two participants also reported becoming 
bolder in the therapy room with clients, addressing difficulties and sharing thoughts 
that they had found quite challenging in the past. This was also referred to in a 
qualitative study by Schwartz (2004), specifically in relation to suicidal chents, and by 
Morrison’s (1990) anecdotal account of working after experiencing a major challenge 
with her health. Finally, participants commented not only on developing an awareness
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of death in life (Boyden, 2006; Bozenski, 2006; Colao-Vitolo, 2006; Millon, 1998; 
Schwartz, 2004) but also an increased insight into the idiosyncratic and 
multidimensional meaning a loss might have, the enriching aspect of the loss for the 
self and the value of all the things in life that are attached to one’s well-being.
Although this study was innovative in terms of illuminating therapists’ bereavement in 
terms of a variety of losses, it has some limitations that need to be addressed. Two of 
the participants were from my own academic and professional environment. I believe 
that my acquaintance with these participants played a positive role in their desire to 
contribute to my research. I have the impression, however, that it may also have 
hindered a bolder self-disclosure that might have been possible between two people 
who did not know each other and did not have to work together in future. In addition, 
it is possible that more data could be extracted from the participants in a follow-up 
interview which could provide them with an opportunity to reflect further on aspects 
of their experience that they did not have the space to elaborate on in the first 
interview because of time limitations. Furthermore, it is assumed that this study does 
not include experiences from therapists who would have found it too distressing or 
uncomfortable to talk about their loss.
This study showed that therapists’ experience of loss is of great importance to clinical 
practice. Therefore, future research should ftirther explore therapists’ losses that may 
be more challenging at a personal and therapeutic level like a constant loss (i.e. living 
with a loved one who has a chronic health condition) or a loss that is not recognised 
by others as a loss. Moreover, future focus on how therapists work with clients who 
present with similar loss issues to themselves may elucidate the possible danger of 
over-identifying with a client and give voice to any other challenges or therapeutic 
benefits that might emerge on this occasion.
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Appendix II
Email Invitation
Re: Therapists’ Experience of Loss: An Interpretative Phenomenological Analysis
Dear
I am a counselling psychologist in training at the University of Surrey. With the 
agreement of the University of Surrey Ethics Committee, I’m carrying out a 
qualitative research on therapists’ experience of loss, as part of my doctoral 
thesis.
Within the context of this study, the term Toss’ incorporates any type of loss that has 
a psychological impact and is personally significant for the participant. This study 
involves experienced therapists who work in private practice and have at least a five 
year experience of client work. Participants will be interviewed for approximately one 
hour. The identity of all interviewees will be confidential and a pseudonym (false 
name) will be used to preserve anonymity. For more information about the study see 
the attached “Participant Information Sheet”.
If you have any queries for this study or would like to take part, please contact me via
e-mail a t ...........................I sincerely appreciate your taking time with my work and I
look forward to hearing firom you.
Kind Regards 
Kostas Kouriatis 
Lead Researcher
Counselling Psychologist in Training
Psych.D (Cand.) Psychotherapeutic & Counselling Psychology
University of Surrey
Email:
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Appendix III
Participant Information Sheet
Title of Project: Therapists’ Experience of Loss: An Interpretative
Phenomenological Analysis.
You are being asked to participate in a research study conducted by the Department of 
Psychology, University of Surrey. Before you decide whether or not to participate, it 
is important that you understand why the research is being done and what you will be 
asked to do. Please dedicate some time to read this information sheet carefully and 
please feel free to ask if there is anything unclear about it.
What is the purpose of this study?
The purpose of this study is to explore therapists’ loss experiences and their possible 
impact on the self and therapeutic work with clients. Within the context of this study, 
the term Toss experiences’ incorporates any type of loss that has a psychological 
impact and is personally significant for the participant.
This study is being conducted by Konstantinos Kouriatis, a postgraduate student at the 
University of Surrey, as part of his PsychD Practitioner Doctorate course.
Why have I been chosen?
You have been chosen because you work in private practice and have at least a five 
year experience of client work. A total of 6 participants will take part in this study.
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Do I have to take part?
No, participation in this study is completely voluntary and you are under no pressure 
to take part. Also, you can stop the interview at any time you feel the need to and can 
choose not to answer any questions.
What will happen to me if I take part?
Those agreeing to participate in this study will be interviewed by the researcher who 
will ask questions about loss experiences. The interview can be arranged at a place 
and time of your convenience. It will be recorded and its estimated duration will be 
approximately one hour.
What will happen after the interview?
The researcher will be conducting six interviews for this study. The findings fi'om 
each interview will be combined with information fi'om the other interviews and a 
report will be written. In the report the identity of all participants will be confidential 
and a pseudonym (false name) will be used to preserve anonymity. The final report 
will be read by fellow academics at the University of Surrey and may be published.
How might the research benefit me or others?
A potential benefit fi'om participating in this study will be the opportunity to discuss a 
loss experience in a way that previously may not have been addressed. New awareness 
and insight might be gained on a personal and professional level not only for the 
participants but also for the psychotherapeutic community and its services to clients. 
Furthermore, it is hoped that more attention will be drawn firom the research 
community for further contribution and exploration since, up till now, the relevant 
research is limited.
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What if there is a problem?
The welfare of participants will be a priority for this research; since the research deals 
with loss, sadness may arise as well as other distressfiil and/or unresolved feelings 
which haven’t been brought, heretofore, into participants’ awareness. If participants 
feel uncomfortable during the interview they will be given a choice for a break or to 
stop the interview and withdraw their participation. Participants will also be offered an 
optional debriefing session after the interview in the case they experience any distress 
deriving fi'om their participation in this study. Furthermore, they will have the option 
to be provided with detailed information about help-lines and reading lists relevant to 
their loss.
Contact details
This study is being conducted for the University of Surrey, under the supervision of 
Dr Dora Brown, who is a social psychologist and research tutor. Konstantinos 
Kouriatis will be working directly with the people who participate in this study.
Please feel fi'ee to contact us by email or telephone as follows:
Konstantinos Kouriatis’ email:
Dora Brown’ email:
Contact telephone number:
Thank you
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Appendix IV
UNIVERSITY OF
SURREY
Ethics
Committee
Consent Form
I the undersigned voluntarily agree to take part in the study on
I have read and understood the Information Sheet provided. I have been given a 
full explanation by the investigators of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been advised 
about any discomfort and possible ill-effects on my health and well-being which 
may result. I have been given the opportunity to ask questions on all aspects of 
the study and have understood the advice and information given as a result.
I agree to comply with any instruction given to me during the study and to co­
operate fully with the investigators. I shall inform them immediately if I suffer 
any deterioration of any kind in my health or well-being, or experience any 
unexpected or unusual symptoms.
I understand that all personal data relating to volunteers is held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing 
to justify my decision and without prejudice.
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• I confirm that I have read and understood the above and fi-eely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS) 
Sign
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
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Appendix V
Interview Schedule
Demographics
What’s your ethnicity?
Can you tell me a few words about your training and professional 
background?
How many years to you work as a therapist?
1. Throughout our lives we experience various losses. Would you mind sharing 
with me some of your losses that were personally significant for you?
Prompts: In what ways your loss/losses have affected you?
Could you describe others’ stance towards your loss?
2. What is it like to have experienced loss and work as a therapist?
Prompt: What’s your experience of working with clients’ loss issues after 
having experienced loss in your life?
3. How do you see your practice in the future after your experience/s?
4. Is there anything you’d like to add that hasn’t been covered?
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Appendix VI 
Debriefing Sheet
Purpose of Research
To explore therapists’ loss experiences and their possible impact on the self and the 
therapeutic work with clients.
Researcher Details
Konstantinos Kouriatis 
E-mail:
Optional Debriefing Session
You will be offered an optional debriefing session after the interview in the case that 
you feel that you experience any distress deriving fi'om your participation in this 
study. Should you feel that you are still in need of support please feel firee to contact 
the researcher on the details given above.
Optional Additional Support:
Loss related help-lines and reading lists.
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Participation
As mentioned in the Information Sheet and the Consent Form, if you decide for any 
reasons to withdraw your participation from this study, please contact the researcher 
who will immediately remove any information relating to you from the research.
Please let the researcher know whether you wish to receive a copy of the final paper 
presenting the results of this study.
Thank you for your participation.
Your time and involvement has been greatly appreciated.
166
Appendix VII
Master Themes and Sub-themes Table
Master themes Sub-themes
The grieving therapist i. The grief experience
a. Psychological aspect
b. Cognitive aspect
c. Physical aspect
d. Relational aspect
ii. Coping with bereavement
a. Receiving support from others
b. Client work
c. Living and grieving 
e. Meaning making
Hindrances in grieving i. Hindrances arising from others
ii. Hindrances arising from own self
Impact of loss on therapeutic work i. Challenges
a. Being vulnerable
b. Over-identification with the client
c. Guiding clients
ii. Advancements
a. Walking alongside with the client
b. Increased awareness
c. Increased empathy
d. Being braver
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Appendix VIII
Interview Transcript
I: n i  start with the usual demographic questions 
P: Yeah.
I: Would you mind telling me what’s your ethnicity?
P: I’m white, British, female (smiling).
I: Would you mind telling me a few words about your professional and working 
background and., training background?
P: I work as a psychoanalytic psychotherapist. I trained about 20 years ago with a 
group called [ ] and that’s in [ ]. About 10 years ago I did an MA. I became UKCP 
registered -  you didn’t have to have a masters then. And then about 10 years ago I did 
a masters degree. Prior to training as a therapist, I trained as a nurse and I was also a 
nurse tutor and I was in charge in an intensive care unit.
I: And how many years do you work as a therapist?
P: I think it’s about 20.
I: 20. Almost a lifetime.
P: Yeah, it is (soft laugh).
I: So.. I know that all of us experience various losses throughout our lives and I was 
wondering whether you can share with me a loss or a couple of losses that were 
especially, personally significant for you.
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P: I think the biggest loss that Fve had was my elder son. He hasn’t died but he had a., 
psychotic breakdown after taking drugs when he was 18 and that’s now 16 years ago. 
And he’s never really recovered from that. And I think that’s the most sort of 
significant loss of someone in that situation, obviously my son. Um.. who was and is 
very close to me but to have someone who was a healthy individual, who was about to 
go to university uhm.. collapse in that sort of way was just., horrendous really. It’s 
been really difficult. Uh.. and he lived with us at home for about uhm.. I don’t know 
how long., would be., it was about six years whilst this was still going on uhm.. and it 
was a really very very difficult time and it affected his younger brother as well. So I 
think that was one of the biggest., sort of hardest thing that’s happened.
I: So in a way you were living with a constant loss.
P: Yes, yes, yes!
I: Everyday.
P: And it’s like to begin with you don’t think like that. To begin with you think: oh 
this is an 18 year old who’s in a bit of a mess uhm.. and he’s got problems and I knew 
his fiiends were taking drugs and things like that and you can’t stop him uh.. but you 
think he’s gonna be alright. And I sort of thought as a mother if I was just there and 
provided support, getting help and things like that, it would sort out but it didn’t. So., 
it’s a., and now he leaves in [ ] housing uh.. and he is like, he is a bit like a mental 
handicap really cause he’s very slow but uhm.. one thing about him is., is., he’s 
always been popular with people and still people like him, I think that’s a., it’s 
working in his favour really. But he’s very different from this boy who., well you 
know., as I say I expected him to get to university, he was gifted at art and various 
things and now he’s., he’s slow, you can’t imagine him tackling an A level paper or 
anything like that so.. That’s a major thing.
I: I listen to your words and I almost feel that although he is present I got the feeling 
from you that you got a loss of his identity and also the dreams that went along with 
him. And the future dreams and..
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P: Yes, I think that’s true. I think as a parent you don’t necessary verbalise those. I 
don’t think I was particularly incredibly ambitious for him but I sort of expected as a 
routine that this is what he would do, he would go to university, he would do those 
sort of things and he would., he might drop out but.. I didn’t expect him to drop out in 
this kind of way. And I think it wasn’t until much later I remember reading some 
book, I actually read it in the library here, I just picked it up, I can’t remember what it 
was called or anything, and I was reading this thing uhm.. and it said something about 
your child will never be the child he was, and obviously he wouldn’t have been any 
way uhm.. but there was something about the way it was written that I somehow, 
something made me to put it in a different way.
I: And you found some personal meaning and strength?
P: Yes! And I think what I found was the more I., cause to begin with I just thought I 
had to cope with it uhm.. and my husband as well but as time gone on of course that 
took slightly more., and .. cause the first thing you do when you meet somebody is., 
they ask you social questions (sort laugh) and one of the things they ask you is how 
many children have you got, then you say I’ve got two children and they say well, you 
know, are they., this that and the other and then you have to say no, well actually my 
oldest son has schizophrenia uhm.. and people don’t know what to say. See., but you 
can’t., it’s almost like the first thing uhm.. that comes up. So it’s taken me., well., 
quite a long time..yeah.. and my husband as well.
I: So you would actually experience everyday triggers by simple social interactions 
and at the same time you mentioned that., you said something about people didn’t 
know what to say. Did you feel in any way that your loss was not acknowledged or 
recognised or in any way was stigmatised by other people or.. I don’t know., it was 
difficult to even comprehend or..
P: Well I think it wasn’t recognised by other people as a loss really uhm.. I find other 
people in my family., some people in the family, my sister was very good uhm.. my 
brother in law, and his family were not particularly., they just didn’t mention it really..
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was as if it never happened really uhm.. and that makes it veiy difficult. My mother 
who’s still alive, she was always very good about it uh.. so I think my side of the 
family is more open about talking about things whereas my husband’s side of the 
family hasn’t been particularly but my husband’s changed, I mean through this 
happening he’s changed tremendously.
I: And I know that we are in a profession., and you of course who are an experienced 
therapist and worked so many years., at the same time it is your work and you had to 
work as a therapist and I’m wondering how this experience was for you.
P: Well it was very difficult because I think., it’s not that you think., exactly that you 
should be able to handle it pretty right but you sort of think because this happened.. I 
was a therapist at the time that happened, it wasn’t as if I went into being a therapist 
afterwards uhm.. you sort of think that if you come from my background that if you 
come to understand it all uhm.. somehow rather you should be able to sort it out. 
Uhm.. but you realise you can’t. And that through your life you need more help and 
uh.. yeah I think that those were the main things and it was.. I mean in retrospect 
being able to go working was almost the one bit of my life that I was able to keep I’d 
say sane. Uhm.. because life at home was so chaotic. I mean the way he behaved was 
just. I don’t know how we coped with it at all really.
I: So in a way it also became a sanctuary for you.
P: Yes it did. Yes, yes it did. And I was able to disconnect when I came here cause 
physically I got this place to work around abound.. I can’t remember exactly how it. 
but I decided., cause I used to work at home and I decided I could no longer work at 
home, because it was impossible. So I got this place to work and it was brilliant 
because I could just leave and go to work. Once I was in work mode then I could be 
uhm.. I could be doing that. Although, I don’t know whether it’s part of what you are 
thinking about, although obviously people would then come to me with whatever their 
problems were and quite often they would touch on some of the things that have 
happened to me. Yeah..
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I: And what would happen in these challenging moments when they would touch upon 
things that you felt very sensitive about?
P: Well I think it would., it would vary. Uhm.. by the time.. I now have.. I have good 
supervision, I have a supervision group and an individual supervisor and both these 
people knew my personal situations. So I think the main problem was trying to sort 
out what was me and what was my client. Uhm.. but I didn’t., the most poignant 
moment I remember I had I was running a group, it was a staff group for people who 
looked after people who., cared for people with terminal illness. But there used to be 
all these personal problems to this group and there was one woman who was a social 
worker uhm.. she was talking about a dreadftd problem she had with her son and then 
it turned out that he., had obviously been doing some of the similar things to my son 
uhm.. and then it turned out that her son had been sectioned. And she just sat there in 
this group and she said., it turned out her son was adopted and she said: I asked for a 
non handicapped son, I particularly said I don’t want a handicap son and I think and I 
remember that was a time when it took me all my [power] not to cry when she said 
that. I thought when you have a child yourself you can’t ask that uh.. so that was 
difficult but I didn’t.. I haven’t ever felt really that I wanted to share what had 
happened to me. It’s been there but it hasn’t felt the right thing to do. Uh.. but I had 
my., you know my colleagues are good and they aU know, almost everybody knows 
what’s happened now and that’s a huge help.
I: You mentioned about self disclosure now and I’m wondering whether also your 
theoretical orientation played a role in how your loss experience affected your work 
and in what ways.
P: Yeah. I think as far as self disclosure is concerned I don’t self disclose any way in 
my work so it was just a continuation of what I’ve always done. So it would be alien 
to me to say: Oh yes, I know just how it’s like (laughing) and it’s happened to me. So 
I wouldn’t have done that in the past. Uh.. I think it’s helped me with people who’ve 
had and are going through all sorts of things because I feel.. I fell more patient, I feel I 
can stay with the grief uhm.. I can., because I really feel it’s a lot of uhm.. of my sort 
of work is to do with loss and of aU sorts of types. Uhm.. and is kind of.. I don’t
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know.. I think it’s made me more accepting. I would have liked to have thought that in 
the past I wasn’t judgemental but I suspect (soft laugh) I was. Uhm.. but I think I feel 
much more., you know, these things can happen to anyone. All sorts of things. And so 
it just.. I think it helps me in that way. Just more in my general attitude towards 
people.
I: And., going back to challenges., you mentioned ways that your experience was very 
helpful and at the same time you mentioned that at times it would be challenging 
when you would have to be with a client in the same room presenting things that 
might cause you feeling some emotions and that would make your work more difficult 
and it was this time when you had to differentiate yourself from what the client is 
presenting and this is an ongoing process. Did you notice any other difficulties that 
came with having experienced and experiencing this constant loss?
P: I think one.. I think one of the areas was stopping myself from giving people advice 
(soft laugh). Uhm.. because I would hear something and: Oh yes, I used to think that 
or I used to think this or uhm.. I know there’s a good group that might help. Uhm.. I 
think staying with people and their own ways and., and again it’s an extension of the 
same way of working but I think when you are talking about something., certain 
things, it wouldn’t have to be so., have the same experience as me but a similar or 
something like that. Uhm.. there is that feeling of: oh well, you know, I can tell you 
exactly what happened to me and in that case you won’t have to go through it. But it 
doesn’t work like that so.. But I think that was the hardest thing sometimes. Not to 
say: well have you tried this or have you tried that.
I: So being able to stay with this frustration and not actually saving other people.
P: Yeah, I suppose., yeah I’ve stuck with it for five years don’t! Get up now! (both 
laughing). But you can’t., because in a way I think.. I think with most things, you just., 
even though somewhere in your head you think this isn’t gonna work, you know, he is 
not gonna be alright here, it has to change in your heart and I think it’s not until it 
changes in your heart that then you can say well actually [ ] or whatever it is one has 
to say. Because otherwise you’re just doing it by a sort of intellectual deficient which
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as a parent anyway I don’t think works. The two have to come together and I think 
ones feelings are often slower that how you feel in your head. Uhm.. that helps me 
with clients as well because it’s like you can look outside sometimes and think you 
can see what would be for the best interest of this client but you know it’s not actually 
pointing out to them what they are doing, it’s a thing about their heart, they have to 
feel it’s the right thing to do.
I: What else do I have in mind.. Because as I’ve already told you I don’t have specific 
questions (both laughing softly). You mentioned to me that partly your loss was in a 
way unacknowledged or not that much supported and how much support is important 
especially if you are having this experience and I was wondering uhm.. in what other 
ways this un-acknowledgement has affected you or in what other ways did you find 
support for yourself other than having a place where you can go to work, which was in 
an another psychical place than home, you had specific boundaries and..
P: Yeah. I think initially it affected my relationship with my husband. Uhm.. because 
we wanted to deal with it in different ways so we were quite polarised. And I think 
one of the things that helped both of us was that together we went and spoke to 
somebody about this. We had a very good counsellor who just got us to talk about our 
relationship, not just to talk about our son, because that was the temptation all the 
time, was to say: Oh god this or that has happened. And she was really good. And that 
got us to talk about our relationship. That was one thing. Then the other thing that 
really helped us uhm.. both of us., was we went to., we did go to a support group and 
that was run by one of the psychiatric hospitals and that was very good. And that 
really helped. Once we kind of got., this is now 10 years ago., but that was really 
helpful. And then later on, uhm.. I’ve read something about a conference which was 
going on and uhm.. it was about psychological therapies for uhm... talking 
psychological therapies or something like that. And they were asking for papers from 
practitioners and fi'om relatives and from., and I read a paper about my experience of 
his breakdown uhm.. which., as a mother but also saying as a mother who happens to 
be this, that and the other and how it affected me and how I found the people., and 
what it helped me and what haven’t. And I didn’t realise., it was to be a workshop and 
when I was uh.. I asked how many people were actually to be there and they said
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about 10 people (soft laugh). So I thought I was going to be in a trust room with about
10 people. It was a t  University. And then to my horror they put me in the main
lecture hall and (laughing)
I: How many people were there?
P: I don’t know how many people were there. I couldn’t tell you how many people 
were there (laughing)., all that anxiety.. And I went to this place and there were all 
these people there but I read it.. I just read it and it was all I could do and then the 
really strange thing that happened was., the chap who was chairing the meetings, a 
psychiatrist from [ ], and he just suddenly said., he said you know, something like 
thank you., whatever and then he said I have to say I’m in a similar position, my 
daughter has just etc. And one of the strange things that has happened to me is how 
people have., you know, I say something and then other people.. I know it happens in 
other areas as well but I., it was very moving and I thought it was very moving of him 
to actually be able to say that.
I: To self disclose.
P: Yeah. To self disclose in that way. And just to say and it’s my., you know., this 
time it’s me patient, it’s you psychologist, another time it could be the other way 
around. Uh.. and I think that also is something that I take into my work all the time 
really., is you know well it just happens to be you sitting over there but it could be me. 
And that helps me in my approach I think.
I: So there is a flexibility in order., you acknowledge that you can take in a way the 
place of the client knowing that we all have to deal with many many difficulties and 
struggles.
P: Yeah, yeah.
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I: In what ways after having experienced and after having this loss in your life., in 
what ways do you think that.. I don’t’ know., it will affect your therapeutic work in 
the future as well? or in what other ways?
P: Uhm.. I’m not really., really sure. It’s difficult cause it’s almost like.. I’ll just have 
to tell you about the client who just left me uh.. but it’s this.. I think it’s being able to 
stay with the pain, that people’s pain. Not trying to solve it all but being able to stay 
with it without being., totally detached fi-om it. I don’t know any other way of explain 
but I think that.. I hope that’s what I will be able to continue doing. Uhm.. because I 
think when I can’t, if I just disconnect., to me that’s not the same as being alongside 
neither it is exactly the same when it’s totally absorbing, what somebody is saying. So 
it’s that kind of. detachment but., detachment with caring really for other people. 
When I can’t do that then I should have to stop then. But I hope that wouldn’t happen, 
I mean because I’m facing the other thing which is all of the time..
I: And what you are saying it acquires great strength and sensitivity as well because 
it’s not an easy thing for anyone to do.
P: No. And I think you have to be aware how you feel and how the actual work uhm.. 
takes a lot out of you as well and you said something about whatever things helped me 
and I think the other things that helped me have been doing things outside my work. 
So I’m not just totally focused on my work. Uh.. and more recently I’ve done less 
work and the things that I’m doing now which is like I belong to a choir and I go 
walking and I do things like that. And they are., you know, they are very important 
and I enjoy doing them. And I think it’s always important to keep the other., 
whatever., what ordinary people think about.. I want [ ] in that world as well.
I: A sense of normality.
P: Yeah, yes. So easy.. If you go somewhere or if I go somewhere and there’s a whole 
load of therapists and all they can talk about is their clients and this person.. And I 
think oh my goodness. I don’t want that.
I: I can understand that (both laughing). There is always a time and a place.
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P: Yeah, yeah.
I: for everything. Is there something else that you would like to comment on, that you 
didn’t have the opportunity to talk about or..
P: The only thing that I did think about was when you have a client who dies, who is 
in therapy with you and they die and one of the things in my experience with that has 
been., is that often there is very little space to express the grief, the loss of someone. 
And you have to., well I felt that I have to fight for space to talk about because in the 
normal way coping with grief you talk to people who knew somebody, you will talk 
about them, you will go to the fimeral, you will do those kinds of things. And., this 
happened to two of my clients but I think it’s something which is neglected for 
therapists. When somebody dies it’s like well [ ] died and that’s it. One of my client’s 
committed suicide and one of my clients died after a very very long., who had 
multiple sclerosis. And I think, you know, you need support with these things.
I: And these were different type of endings.
P: Yeah!
I: A sudden death and something that was going on for a long time.
P: Yes, yes. Yes it was. And the one with MS I have been seeing for five years and 
you know it was.. I knew she was deteriorating, when she first came to me she could 
walk firom the car into the house and then she was walking with sticks and then I was 
helping her out of the car into the wheelchair and you know, it got worse and worse. 
Uhm.. and she brought up all sorts of things about, you know, whether I would help 
her kill herself and that sorts of things. In the end uhm.. she died in an intensive care 
unit. Yeah., so that’s., but having the space again to talk about these things I think is 
very [important]
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I: So on these occasions there was a lack of space in order to have support and talk 
about your experiences.
P: Yeah, yes. I think..
I: And it can be a loss since.. I mean probably you were working with these people 
long term, they were sharing their lives with you.
P: Yes. Yes they were. And in something like that where you get somebody with a 
severe physical illness, just deteriorating and deteriorating uhm.. you hear about their 
fears and you know about them facing death and what their feelings like and so it’s., 
you know, you are involved in that sense. And then they die but., but nobody 
mentions them unless you do. And so I think that can be difficult, yeah.
I: On that occasions you mentioned that there was a difficulty to have access to., even 
going to the funeral or maybe.. I don’t know., you had to take the initiative probably 
to talk to the relatives? or even.. I don’t know..
P: I was asked if I wanted to go to the funeral and initially I thought I did want to go 
and then I changed my mind. And it’s quite a strange feeling..
I: This happened in all three occasions?
P: No. But with the one with the MS it happened with. If somebody had asked me [ ] 
and this never happened to me I would said yes I would want to go to the funeral but 
actually I decided that I didn’t.. I wouldn’t go to the funeral. Uhm.. because that was 
partly because of our relationship and partly because of what I knew was going on and 
it’s very odd you know, when people have talked about people to you, and then you 
suddenly., you meet them. Uhm.. well it just didn’t feel right to go. I would have gone 
if I thought it felt right and I decided it didn’t feel right. But uhm..
I: I’m wondering whether because of our role, we are also in a vulnerable position 
going to a funeral..
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P: Yeah, I think so.
I: Uh.. I don’t know., because maybe., maybe that’s my fantasy (smiling)
P: No, no. I think it’s right.
I: We will be approached, be asked questions or..
P: Yes, yes. Well I did., for this particular cause I can talk about her because not only 
she [died], she also said she didn’t mind people talking about her for teaching. Uhm.. 
after she died her sister rang me up and said she wanted to come and see me and., part 
of the person who died., her history was that she had a daughter and the daughter had 
been adopted and she’d been trying to find this adoptive daughter and., the daughter., 
sorry being a bit confusing. The client’s daughter had been trying to find her mother 
and my client had been trying to find her daughter. She never., the client never found 
the daughter but two weeks after she died the daughter came on the scenes .Which.. I 
did see her sister after., just once, just one time.
I: On this occasion you mentioned it was difficult to find some support and comfort 
for experiencing these losses. What was supportive for you, what were your ways of 
coping and..
P: What I did was I., did I mean my husband knew about it and I talked to him but I 
also talked to.. I found myself a knew supervisor and when I went to see him I said I 
particularly want to talk about this and what’s happened. And that was helpfiil.
I: Can you share with me some of the ways that this different type of loss has affected 
your work or..
P: Mm... I think.. I think really all come down to the same thing which is this business 
about being able to share with someone else what’s happened to you. Uhm.. being 
given the time to do it, uhm.. and being., and the person who is listening not wanting
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to put you right as it were., just, because it’s., you can’t fill the gap but you can just, 
there’s something about being., being accepted. Uhm.. and I think that’s the most 
important thing really.
I: So being able to stay with someone else’s pain or loss without preventing it or 
without filling it up.
P: Yes!
I: With your experiences.
P: Yes. Yeah, yeah, I think so.
I: Ok. Thank you very much for your time and for your valuable contribution and.. 
I’ve been moved. Thank you.
P: Thank you. And I hope the research goes well.
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Appendix X 
Personal Reflections
My interest in this research topic arose from the presence of loss in life and the 
additional challenges therapists might face since they encounter loss not only in their 
personal life but through client work as well. Moreover, the importance of their 
psychological state and well-being while seeing clients is paramount to the quality of 
the psychotherapeutic services they provide. Psychologists serve a profession on 
which one’s own personal experiences greatly affect the therapeutic work, since one’s 
own self is the medium for the therapy provided. Thus, exploring therapists’ loss 
experiences and how these can affect them personally and in their work vrith clients 
was very drawing for me. The paucity of research on therapists’ loss experiences 
made me even more enthusiastic about the endeavour.
Finding participants for this study was not an easy task, probably because of the very 
personal nature of the topic and the painful feelings that are usually attached to a loss. 
I believe that the interview process was facilitated by my own experiences of loss. The 
lack of a supportive father figure, my loss of health owing to a major leg injury, the 
death of my first cousin who was like a sister to me at the age of 44, the loss of friends 
and lovers, resulted in my being more flexible with regard to what a loss might be, 
more attentive and more open to the interviewees' loss experiences, and more 
empathie and understanding of the unique impact a loss might have on the individual.
I was warned that transcribing the interviews and conducting the analysis of the data 
would be a long and challenging process. This proved to be very true. Although it was 
very time-consuming, doing the interview transcriptions helped me to familiarise 
myself with the data, reflect further on the participants’ loss experiences, and the 
different linguistic and paralinguistic ways in which they expressed themselves. The 
challenge I experienced while analysing the data had to do with bracketing my own 
knowledge of bereavement that was developed by relevant theory, research, and 
personal experience. Thus, I consciously tried to give priority to the clients’
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experience while at the same time being aware of the possible ways in which I could 
influence the meaning of the data. This was a very demanding process.
The greatest challenge I encountered, however, emerged from my own personal life 
during the writing up of this study. I experienced the loss of a long-term relationship 
and realised how it felt to see clients while grieving a very significant loss. I was 
engaged in a parallel process in which I became the grieving therapist who was seeing 
clients. It felt quite ironic but at the same time it was very enlightening to experience 
loss and do therapeutic work. Many of the participants’ words came to life. I felt sad, 
lonely, angry, preoccupied with what had happened, feeling physical pain in my chest 
and having difficulty sleeping. Support from fiiends and therapy was essential for 
being able to continue my everyday activities at work and for my well-being. 
Furthermore, it gave me different perspectives which I incorporated in my reflections 
on loss. In terms of my work with clients, I took one week's leave. When I returned to 
work, I initially felt worried about retaining my ability to be as attentive as before. On 
some occasions, it was very exhausting to try to keep my thoughts and feelings 
contained while focusing on and staying with the client's experience. At times, I was 
empathicaUy attuned with them, at other times it was emotionally painfid when they 
elaborated on feelings and experiences that touched on my loss. With the support of 
personal therapy and my clients’ development through our therapeutic work I gained 
confidence in myself. The words of one participant encapsulate how I came to see 
therapeutic work after experiencing and still grieving this loss: “being a 
psychotherapist, doing what we do is an enormous privilege. I think we get a window 
into other people's worlds”. It was comforting to be able to look through this window 
and see that there are other life experiences apart from my loss. Continuing to live my 
life and see clients, I felt that not only could I survive such a loss but that I could 
develop through it, emotionally, relationally, and therapeutically.
Through my recent loss and while writing up the results of this study I realised what a 
diverse impact loss can have on the self and how one works with clients. I believe that 
this realisation affected my results in a positive way since it enhanced my effort to 
present themes in this study in a way that was representative of the participants’
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experience of loss without losing the idiomorphic characteristics that came with it and 
appeared in each individual story. Doing this research was like a journey into other 
people's lives and losses. I felt very honoured that experienced therapists and people 
whose work I admire shared vrith me their losses, their grief, their vulnerable side, as 
well as their resilience, their insight and the different ways in which a loss can 
enhance personal and therapeutic maturation.
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Trainee Counselling Psychologists’ Experience of Working with Clients who
Present Losses that Resemble their Own
Abstract
This qualitative study aimed to explore trainee counselling psychologists’ experience 
of working with clients who presented with losses that resembled their own. Semi­
structured interviews were conducted with six trainee counselling psychologists and 
the data was analysed using thematic analysis. Four overarching themes emerged from 
the analysis: a) ‘being too close to home’, b) type of therapy provided, c) the giving 
client, and d) getting professional support. Participants gave a detailed account of the 
different ways in which their identification with the clients’ losses affected the 
therapeutic encounter. They described how they chose to work therapeutically with 
these clients. Trainee counselling psychologists reflected on the diverse ways with 
which they experienced being at the receiving end of their therapeutic work. Finally, 
they elaborated on their experiences of receiving a helping hand for the challenges 
that their therapeutic work entailed.
Keywords: trainee counselling psychologists, loss, therapeutic work, identification,
thematic analysis
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Trainee Counselling Psychologists’ Experience of Working with Clients who
Present Losses that Resemble their Own
Introduction
Although focused research on therapeutic work with clients who have experienced 
losses resembling those of their therapists has not yet been conducted, qualitative 
research (Boyden, 2006; Bozenski, 2006, Colao-Vitolo, 2006; Kouriatis, 2010; 
Martin, 2011; Millon, 1998; Schwartz, 2004) and anecdotal accounts (Balsam & 
Balsam, 1984; Bram, 1995; Chemin, 1976; Counselman & Alonso, 1993; Dewald, 
1994; FelberBaum, 2010; Garfield, 1990; Givelber & Simon, 1981; Guy, 1987; 
Halpert, 1982; Lewis, 1982; Morrison, 1990; Pappas, 1989; Rappaport, 2000; Shapiro, 
1985; Vamos, 1993; Wong, 1990) on therapists’ loss experiences and their therapeutic 
work with clients have shown that significant personal losses can be detrimental but 
also revitalising for client work. A loss experience might result in greater empathy and 
improved ability to communicate with clients (Allen & Miller, 1988; Bozenski, 2006; 
Givelber & Simon, 1981; Guy, 1987; Kouriatis, 2010; Martin, 2011; Schwartz, 2004). 
It can also negatively affect the therapeutic process through the therapists’ emotional 
vulnerability (Balsam & Balsam, 1984; Bozenski, 2006; Kouriatis, 2010; Millon, 
1998; Rappaport, 2000; Schwartz, 2004; Ulman, 2001) and use of psychological 
defences such as denial, narcissistic withdrawal, and reactive as opposed to reflective 
thinking (Bram, 1995; Chemin, 1976; Counselman & Alonso, 1993; Dewald, 1994; 
Halpert, 1982).
The latter dangers become further intensified in the case of working with clients who 
present their own losses in therapy. A survey by Hayes, Yeh and Eisenberg (2007), on 
69 therapist-client dyads, indicated that a therapist’s unresolved losses may negatively 
affect the therapeutic process and pinpointed the importance of one being self-aware 
especially when client difficulties are also loss-related. The role of self-reflection and 
supervision seems to become particularly important when clients present with losses
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which resemble the therapists’ own. In this case, although the prospect of greater 
empathy is present, the danger of over-identifying vrith the client seems to be eminent. 
In previous qualitative research on therapists’ losses and client work (Kouriatis, 
2010), experienced psychotherapists commented on the great challenge of working 
with these clients and trying to discover what represented their own and what 
represented their clients’ experience. In her anecdotal account of personal losses and 
therapeutic work, Felberbaum (2010) elaborated on her own experience of trying to 
avoid identification with a client who was also losing her mother. It appears that on 
these occasions focusing on the clients’ experience and being aware of the therapeutic 
process might pose a challenge even for experienced therapists.
It is evident from the above that research on therapeutic work with clients who present 
with losses that resemble their therapists’ could shed further light on a fascinating and 
idiomorphic phenomenon that the previous limited research has only touched upon. It 
can open a door for exploring the interaction between therapists’ and clients’ losses, 
its possible impact on the therapeutic process, the therapy provided, and the therapist’s 
own self both as a person and as a professional. The exploration of this phenomenon 
may be of even greater importance in the case of trainee counselling psychologists 
who are in the midst of their personal and professional development. Counselling 
psychologists in training are taught both theoretically -within the context of their 
therapeutic skills lectures- and in practice -when working with their clients and 
having supervision- of the importance of self-reflection and self-awareness in the 
quality of services that they provide. It seems that the exploration of ‘therapeutic 
encounters’ with clients who present losses that resemble their own may further 
facilitate their growth both on a personal and a professional level.
Having in mind the aforementioned arguments, the exploration of one research 
question is of particular interest in the present study: How do trainee counselling 
psychologists experience working with clients who present with losses that resemble 
their own? The aim of this endeavour is to enrich research into a field where there has 
been little investigation with the objective of gaining an insight into trainee
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counselling psychologists’ experiences of working with clients who present with
similar losses to their own.
Taking into account that qualitative research has been considered particularly 
appropriate where the field of interest is characterised by complexity, ambiguity, and 
lack of prior theory and research (Richardson, 1996), the exploration of trainee 
counselling psychologists’ experience of working with clients who present with losses 
that resemble their own was conducted adopting a qualitative approach. The method 
of data collection chosen was semi-structured interviews. This type of interview was 
favoured because it is characterised by a flexibility that facilitates the interviewer to 
extract further interesting data as the participants elaborate on their experiences 
(Lyons & Coyle, 2007). The method of data analysis was Thematic Analysis (TA) 
(Braun & Clarke, 2006). TA was favoured over other qualitative approaches because 
of its theoretical flexibility and its ability to provide an essential but also very rich and 
detailed account of the data. Having said that, TA has been criticised for being poorly 
demarcated and defined (Braun & Clarke, 2006) thus making an ‘anything goes 
approach’. This study, however, performs a rigorous and thorough TA that is 
transparent in relation to its epistemology and the related way with which it analyses 
the data.
More specifically, the TA that was used for the exploration of the aforementioned 
research question holds an epistemological position between essentialism and 
constructionism. A critical realist view (Willig, 1999) was adopted that acknowledges 
the way people make meaning of their experience but also the ways dififerent 
discourses affect these meanings (Braun & Clarke, 2006). Thus, the TA that was 
applied for the analysis of the data focuses on each participant’s meaning of the 
experience (idiographic) and at the same time acknowledges the active role of the 
interviewer and other contexts (e.g. training, theoretical, professional) in this meaning- 
making process. The conduction of a latent TA that goes beyond the semantic content 
of the data and involves interpretative work that embraces psychological 
interpretations was thought as a better fit for this study since it can facilitate a
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multifaceted and thorough exploration of an experience that has not received much 
attention in the existing literature.
Method
Participants
Purposive sampling (Patton, 1990) was used to recruit trainee counselling 
psychologists who have had experience of working with clients who presented with 
losses that resembled their own. Purposive sampling starts with a purpose in mind and 
the sample is thus selected to include people of interest and exclude those who do not 
suit the purpose of the research. In the present case, participants were required to be in 
their third year of training. It was assumed that these individuals would have the 
academic knowledge and enough client work to provide a rich account of their 
experience.
Participants were recruited through email invitations (see Appendix II) that were sent 
to third year trainee counselling psychologists in the United Kingdom. An information 
sheet (see Appendix HI) was attached to the email invitations informing the 
participants of the nature and purpose of this study. Six trainee counselling 
psychologists replied positively. The sample size was thought to be fit to provide 
some diversity in the data but also space for focusing on individual cases.
All participants had experience of working in integrative, psychodynamic, and 
cognitive behavioural therapy (CBT) placements. They were all female and between 
the ages of 26 and 48.
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Ethical Considerations
This study was granted ethical approval by the Faculty of Arts and Human Sciences’ 
Ethics Committee, University of Surrey (see Appendix I).
Procedure
Individual face-to-face semi-structured interviews were used for data collection. The 
interviews were audio recorded and lasted up to one hour. The interview schedule (see 
Appendix V) invited participants to reflect on their experience of working with clients 
who presented with losses that resembled their own, both on a personal and a 
therapeutic level. Prior to the interview, participants read and signed a consent form 
(see Appendix IV) and they were given the opportunity to ask questions. After the 
interview, the participants were given a debriefing sheet (see Appendix VI) which 
provided optional information for additional support and the option of having an 
additional debriefing session with the interviewer if they needed to.
Credibility of the Research
The credibility of this study is enhanced by its transparency in terms of its 
epistemology, method and analysis (Morrow, 2005; Yardley, 2000). Although, TA is 
flexible and not bounded theoretically and epistemologically, Braun and Clarke 
(2006) assert that good TA research must always be clear about its epistemology 
because this guides what one can say about the data and how one develops its possible 
meaning. In line with the principles of transparency, coherence, commitment, and 
rigour (Yardley, 2000), special attention was paid so that the connection between the 
raw data and the final themes would not be lost and could be traced by independent 
audit. Furthermore, the verbatim extracts in the results section of the study are enough 
to give voice to all participants and to allow readers to check the interpretations being 
made. Finally, the credibility of this research is ftirther aided by the researcher’s
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reflexivity (Morrow, 2005) through the acknowledgement and the record of how the 
interviewer’s experiences and understanding may influence the process.
Analysis
Each interview was transcribed and identifiable details were removed or altered to 
ensure confidentiality. A latent thematic analysis was conducted following the 
guidelines given by Braun and Clarke (2006). The data analysis was developed in six 
steps. In the first step, the transcription of the interviews took place and each transcript 
was read thoroughly many times so that initial thoughts that were interesting in 
relation to the research could be recorded. The second step involved the systematic 
coding of the data set and the collation of relevant data to each code. The third step 
consisted of the generation of initial themes through grouping similar codes and their 
data together. After completing this process, during step four, all the emergent themes 
were checked thoroughly for their representation of the coded extracts and data, as 
well as for connections between them and for possible ways of clustering them 
together. This led to step five and the creation of overarching themes and sub-themes 
that were representative of shared experiences within the participants. Each 
overarching theme conveyed the conceptual nature of the sub-themes within it. After 
the final themes were defined and named, step six entailed the writing up of the report 
in an analytic narrative that provided enough data extracts to support the story being 
told in relation to the research question.
Results
Four overarching themes emerged from the analysis: a) ‘being too close to home’, b) 
type of therapy provided, c) the giving client, and d) getting professional support (see 
Appendix Vll). The first theme ‘being too close to home ’ gives a detailed account of 
the different ways in which the participants’ identification with the clients’ losses 
affected the therapeutic encounter. The second theme type o f therapy provided
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describes how the participants chose to work therapeutically with clients. The third 
theme the giving client reflects on the diverse ways with which trainee counselling 
psychologists experienced being at the receiving end of their therapeutic work with 
clients. The final theme getting professional support elaborates on the participants’ 
experiences of receiving a helping hand for the challenges that their therapeutic work 
entailed. The overarching themes intended to capture the descriptions given by the 
participants on their experience of working with clients who presented with losses that 
resembled their own. These themes will be developed and explained below.
‘Being too Close to Home’
Sharing their experience of working with clients who presented with losses that 
resembled their own, all participants reflected on the idiosyncrasy of the therapeutic 
encounter that arose from identifying with clients’ losses. They described themselves 
as feeling more ‘fragile’ in the therapy room and trying to focus on the client’s 
experience over their own. Furthermore, they became aware of some parallel 
processes that were connected with their experience of providing therapy. They also 
talked about the presence of increased empathy in the room while some of them had a 
transpersonal experience that they could not exactly put into words.
Therapist’s fragility. Identification with clients was a common experience for 
all participants and it posed a great challenge. Sharing her experience of working with 
a client who brought her close to her loss of identity and freedom through her 
relationship with her mother, Alice explained:
started to lose sight o f what was mine and what was hers a little bit”.
It appears that ‘being too close to home’ would result in blurred boundaries and 
confusion in terms of ‘who owns what’. This would make participants feel fragile and 
vulnerable in the therapeutic room; effort to keep oneself from becoming emotional.
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sadness, confusion, fear, avoidance of staying with the client’s loss, and guilt 
characterised therapists’ experience.
Talking about her initial experience of working with a client who reminded her of the 
break-up of a past relationship of hers, Elizabeth said:
“/  wasn Y very able to contain my emotions or my reactions? And, you know, 
the client she could pick up. [ ]  I  felt like immense sadness and I  had difficulty 
wording any interventions? [  ]  I  was very frightened uhm.. and I  was still playing with 
what’s wrong, what’s right, the right., what am I  suppose to be feeling, is that ok for 
me? ”
From Elizabeth’s words it appears that her sadness, fear and confusion, hindered her 
interventions and impinged on the therapeutic process since she reported that she 
could not contain these feelings and that in some way they would be communicated to 
the client. One might wonder whether the identification with the client acted as an 
‘amplifier’, which mutually enhanced feelings that they were both holding and 
communicating through projective identification (Ogden, 1979).
Participants were aware of the dangers of their identification with their clients and of 
how their own experience might be taking over the client’s experience. For that 
reason, some therapists noticed themselves avoiding staying with the client’s loss. 
Alice explained:
“I  could see myself in the following, next week avoiding a little bit uh. the 
topic o f her mom? Cause I  was conscious maybe I  brought something, maybe I  sort o f  
over-identified or I ’m putting my own stuff”.
The realisation of their own fi*agility and the associated risk of having a negative 
impact on therapy led some therapists to experience guilt for not being ‘the strong 
therapist’ and to lose their confidence. Talking about her ‘vulnerabilities’ with a client 
that brought her close to the loss of her grandmother, Dolores stated:
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“/  was feeling guilty and horrible because I  wasn’t the strong therapist. [  ]  
cause I  thought I  shouldn Y be affected [and] I  should be strong and then it affected 
my confidence. I  was like “I ’m such a bad therapist””.
It appears that Dolores’s feeling of guilt and incompetence was enhanced by her 
expectations of herself and possibly also the professional and social stereotype that 
therapists are strong, omnipotent-like figures.
Conscious effort to focus on the elient’s experience. Participants were aware 
of how their own losses might interact with the client’s and have an impact on the 
therapeutic process and the quality of therapy provided. This resulted in a conscious 
effort to focus on the client’s experience, while at the same time acknowledging the 
role of their self and experiences in the process.
“You need to prioritise the client’s needs and remind yourself you are there, 
you are a sort o f a tool, you are a filter and all the experiences that the other person 
brings will get filtered through you and your experiences but it is still their experience 
and you need to stay with that and what they are presenting and how they are feeling 
instead o f uh.., it’s almost as if. i f  you look too much into yourself you sort o f lose the 
client? So you need to monitor not to go too far. To be able to recognise that it 
triggers something in you but stay there”. (Elizabeth)
Elizabeth’s words are reflective of her endeavour to keep a balance between, on the 
one hand, being aware of her own self and experience, and on the other hand staying 
with the client’s. It seems that this balance might be delicate since due to the 
identification with the client there is a danger of one’s own experience taking the lead 
while the client’s is lost. Her stance gives primacy to the client’s phenomenology, to 
the use of self, and to reflectiveness, qualities that are valued within the counselling 
psychology discourse.
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Parallel processes. The reflectiveness that characterised the participants also 
came to the fore through the various parallel processes that they noticed while they 
were providing therapy to their clients.
"There's a lot ofparallel processes cause obviously yeah lam  in therapy too 
with my therapist and what my therapist says to me and I  can (soft laugh) imitate that 
to how I  work with her”. (Alice)
Alice was ‘working through’ her loss in her own therapy thus in a parallel context she 
was a client herself. It seems that a second identification took place in which her 
therapist would act as a ‘role-model’ and would affect the therapy provided to her 
client. Alice’s soft laugh was maybe expressive of her uneasiness that arose from this 
process and the danger of ‘providing therapy to herself because of her strong 
identification with her client. Alice was aware of that as later on she said: "I’m really 
conscious o f it and I  try to sort offocus purely on her
Cheryl talked about her work with a client who was experiencing a loss of self, a loss 
of identity. These were losses that she personally connected with. Reflecting on her 
therapeutic work she said:
"[] someone might say that there was so much freedom because there was so 
much o f a sense o f being lost? And maybe there is a lack o f a framework because that 
represented what was going on in the therapeutic relationship. So we., in a sense 
created our own framework but we had to get lost together first before we could do 
that”.
One might see the parallel processes developed within the therapy room. The loss of 
self was enacted in therapy both for client and therapist. This was expressed by 
‘excess freedom’ and the lack of a specific way of working therapeutically. Cheryl 
seemed to go on a ‘mutual journey’ with her client in which they collaboratively 
found ‘themselves’, their way out, and this was expressed by setting their own 
therapeutic fi-amework. Cheryl’s way of working with the client appears to be
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expressive of the importance that counselling psychology places on being with a client 
in a way that supports their personal development.
Increased empathy. Participants’ therapeutic work was also infused with 
increased empathy. Alice’s words were expressive of that level of empathy:
"I remember feeling sort o f a wave o f complete sort o f  uhm... understanding 
and clarity with what she was saying. I  think I  could really feel the emotions she was 
going through, like I  could really sort o f understand the pain that she was going 
through ".
It seems that having a ‘personal bond’ with a client’s loss might facilitate a deeper 
form of empathy which is not limited to the cognitive level but expands to an 
experiential one. Alice’s words are expressive of a real connection with her client, of a 
level of empathie attunement that enhances the therapeutic relationship and is one of 
the basic qualities of a person-to-person relationship (Clarkson, 2003).
Experience of the transpersonal in the therapeutic relationship. All
participants shared having increased empathy with their clients, however, a couple of 
them experienced another level of connectedness that they had difSculty describing 
although it was very present and shared with the client. Clarkson (2003) talked about 
this type of relatedness as one of “...being together in a dimension which is 
impossible to articulate, too delicate to analyse and yet to pervasively present to deny”
(p. 22).
On this note, talking about her work with clients that brought her in touch with her 
losses (loss of a closer relationship with her father and loss of innocence due to the 
tragedy of human existence), Betty tried to elaborate on her transpersonal experience:
"[ ]  You can’t really put into words what it consists o f  and I  think, you know, 
with both clients I  felt quite connected. I ’ve always felt because o f understanding.
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That I  felt quite connected with them and they’ve indicated that they felt quite 
connected. And it’s something that it isn’t always verbalised. [  ]  I  think they recognise 
that, somehow, something is communicated that I  can’t explain. Something that 
sometimes it’s more felt than described. And it’s hard to know whether it’s because o f  
the resonances that I  feel, that they say something that resonates or whether, you 
know, whether it’s., whether it’s something else”.
It appears that Betty’s experience is more connected with intuition, her ‘gut feeling’ 
about being in connection with someone on a level that words and cognitive processes 
are too poor to articulate and describe. It looks as if it is a mysterious dimension of 
‘being with’ someone in which there is an intense shared connectedness that becomes 
ambiguous and evasive when it is approached by language and logic. One might 
assume that counselling psychology’s focus on the therapeutic relationship and its 
multidimensional character might have fostered participants’ awareness, acceptance, 
and sharing of such experiences.
Type of Therapy Provided
Reflecting on their experience of working with clients who presented with losses that 
resembled their own, participants also talked about the therapeutic approach they 
followed. It appeared that the type of therapy provided was guided by their judgement 
and beliefs of what might be beneficial and this led to an eclectic approach to clients’ 
difficulties. Furthermore, they took a non-expert position stance that fostered a 
collaborative character in the therapeutic work.
Use of own judgement informing therapeutic approach. All participants 
talked about using their own judgement and being therapeutically flexible in order to 
meet clients’ needs and increase the effectiveness of therapy. Their movement towards 
integration and eclecticism would especially characterise their work when they were 
seeing their clients within a CBT placement. Participants felt the need to ‘do less’ to 
the clients and create a space in which they could ‘be with’ them. The person-
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centered, existential, and psychodynamic approach would help them in their effort to 
create such a space. It seems that counselling psychology’s cultivation of the use of 
self, of ‘being in relation with’, and of a pluralistic psychotherapeutic approach to 
human suffering might have affected participants’ therapeutic stance.
Sharing her experience of working within a CBT placement with her client, Betty 
explained:
"I guess I  would be more inclined to be thinking more psychodynamically, 
more existentially about his loss., about world and life, and how loss is a part o f it and 
an inevitable part o f it and how scary that is to our existence and our way o f coping 
and our way o f being. I  think it will be a more useful way at the moment, to be able to 
connect with the loss rather than trying to change the way he conceptualises the loss ”.
It appears that Betty shows autonomy and confidence in her own judgement and 
beliefs about what would be ‘therapeutic’ for the client. By including herself when she 
talks about the inevitability of loss in life and the fear that it is connected with, she 
shows that she sees herself as another human being who also suffers fi'om the 
tragedies of the human condition. Her words are expressive of her endeavour to be 
more existential with her client and to connect with his loss. It seems that she does not 
favour cognitive restructuring over exploring, connecting, and ‘being with’ her client.
From all the participants’ responses it appeared that when working with loss ‘being 
with’ might be more important than ‘doing to’. This therapeutic stance would also 
facilitate the growth of collaboration.
Taking a non expert position. Although participants worked with clients who 
presented with losses that they identified with, they approached them from a position 
of ‘not knowing’, trying to avoid leading them and acting as experts over their 
experience. Their stance might have been affected by their training which fosters 
respect over the subjective experience of the other and awareness of how one’s self 
and one’s experiences might affect the therapeutic process.
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Talking about her therapeutic stance, Cheryl stated:
"[ ]  we took the journey together so it wasn’t like uh.. I  don’t know like an 
expert saying "Oh this is what you should do and this is how you should do it”, it was 
more like standing next to someone and saying "Well, I  don’t know where we ’re going 
but let’s get there together ”
It appears that Cheryl saw herself as a ‘co-traveller’ and she avoided giving guidance 
thus reinforcing collaboration in her therapeutic work. Her words indicate that she 
had a deep respect for the client and also that she was aware of, and comfortable with, 
her own limitations and lack of knowledge over her client’s experience.
Participants’ non-expert position and value of the phenomenology of their clients 
seemed to be rewarding since all of them talked about being at the receiving end of the 
therapeutic encounter as well.
The Giving Client
Trainee counselling psychologists elaborated on the various ways with which they 
experienced clients’ ‘generosity’ in the journey they undertook with them. They 
reported that clients helped them to develop as therapists. Moreover, they facilitated 
their reflection on their losses. They also acted as ‘role models’ that assisted them in 
‘working through’ their loss experiences. Client work was also seen as a ‘getaway’ 
from one’s own loss.
Cultivating therapeutic maturity. Participants talked about the ways in 
which their work with these clients facilitated their growth as therapists. They 
reported having an increased awareness about the idiomorphic character of loss. They 
realised that they can ‘manage’ working with clients who present with losses similar
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to their own while they also recognised the importance of being aware of their own 
limitations.
Reflecting on her experiences, Betty reported:
"I think then you need to be open to the fact that the same losses aren’t 
experienced in the same way; you might feel hurt, they might feel angry. [  ]  I  think it’s 
dangerous to assume that everyone experience loss in the same way”.
It seems that Betty learned in an experiential way, through her work, that even the 
same loss might be experienced in different ways. She states that it is dangerous to 
assume otherwise, indicating that she is aware that identifying with a client’s loss 
without focusing on the client’s experience and its phenomenology might lead to 
empathie failure and possibly to ‘losing’ the client, since one’s own experience takes 
the ‘central stage’. Betty shows respect for the client’s subjective experience, 
something that is cultivated in counselling psychology training.
Sharing her experience of working with two clients who brought her in touch with her 
loss of health and hair due to cancer. Fay explained:
"Having worked with those two patients it kind o f gave me strength that i f  I  
ever come up against somebody with a diagnosis o f breast cancer that I  could do it?[ 
]  I t’s given me a confidence in my ability; belief in myself and.. I  guess it’s given me a 
freedom [that] I  can work with somebody who’s had that diagnosis, who’s gone 
through a similar experience to me ”.
Through her words, it seems that Fay might have been mitially hesitant or wary of 
working with these clients. It appears, however, that Fay’s experience was validating 
and empowering for her as a therapist. It seems that it was liberating for her future 
work as well since she feels ‘strong enough’ to take on future cancer clients.
Although client work was empowering, it also brought participants into touch with 
their own limitations and how these might negatively affect therapy:
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“[  ]  i f  it’s something that it’s really distressing then maybe you should really 
think whether you should be working with this client. I  mean i f  it’s something that you 
haven’t processed yourself then it might be., it might make more damage than good 
for the client”. (Elizabeth)
Through her words Elizabeth denotes that if one feels really distressed over 
therapeutic work since one’s loss might still be ‘active’ and might not have been 
processed then one should think of referring the client. Elizabeth might be referring to 
a dilemma she had herself since she found her work with her client personally quite 
challenging. It appears that Elizabeth is aware of how one’s self can negatively affect 
the therapy and of the importance of prioritising the client’s well-being even if it 
means acknowledging one’s own limitations. Her stance is expressive of 
reflectiveness and an ethical approach to clients, qualities that are fostered in 
counselling psychology.
Facilitating reflection on the therapist’s own loss. Participants reported that 
therapeutic work with these clients facilitated recognition of, and reflection on, their 
own losses. Talking about the client that brought her in touch with the closer 
relationship that she would have liked to have with her father, Betty stated:
“vfW he., you know, he spoke about that lost opportunity a lot. Uh.. so I  guess 
it put me in touch with that in myself. [ ]  perhaps I  wouldn’t have thought about it in 
the same way. [  ]  And I  guess it did put me in touch with some o f the pain around kind 
o f the things I  would have liked as well”.
It seems that through her client’s loss, Betty recognised her own loss. Her words 
'"perhaps I  wouldn’t have thought about fr...” might be indicative of the fact that Betty 
became aware of her loss and her pain while working with her client. It is possible that 
the awareness that she gained from her client helped her process her loss as well.
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On the other hand, Elizabeth had already grieved her loss of a romantic relationship, 
however, her client brought her in touch with aspects of her experience that she was 
not aware of:
"Sort o f working with this client it gave me the opportunity to realise like how 
really bad it was for me being in that relationship? And how it sort of... well I  
wouldn’t say damaged my identity but it did have a great impact on how I  perceive 
myself; and I  hadn ’t worked through that”.
It appears that through her work with this client Elizabeth became aware of the 
negative impact that her past relationship had on her identity and the way she sees 
herself. Her pause after her words "sort o f ’ and her following words "well I  wouldn’t 
say... ” might be reflective of her hesitance to express how harmful that relationship 
was for her. Elizabeth mentions that she had not worked through that aspect of her 
experience, implying that this new awareness of hers gave her the opportunity to do 
so.
Client the ‘role model’. Clients not only facilitated participants’ development 
as therapists and reflection on their personal losses but they also acted as ‘role 
models’. Trainee counselling psychologists would look up to their clients for their 
resilience and ability to ‘work through’ their losses and this would have an effect on 
their belief to do the same. Talking about her experience of working with a client’s 
loss which resembled her loss of identity and fi*eedom due to her relationship with her 
mother, Alice explained:
"Sort o f a collaborative healing process going on, I  feel. [It’s] like "oh you 
are doing it, you’re like stronger! I  can be stronger”. [ ]  that can be incredibly 
powerful to me because it’s kind o f watching her grow and sort o f change. And I  can 
grow and change as well. I  kind of. it’s almost like I  feed o ff it a little bit I  think. [  ]  
now that I  look at it I  think maybe that’s.. I  don’t know i f  it’s healthy or not? ”.
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It seems that Alice’s process of working through her loss and her relationship with her 
mother was ‘active’ while she was seeing her client. Alice acknowledges a 
‘collaborative healing’ taking place, reporting that during the course of her therapeutic 
work with her client she saw her develop and change and this resulted in her gaining 
confidence in herself to also ‘grow’ and change. In her last words, however, Alice is 
wondering whether being at the receiving end of the therapeutic encounter is "healthy 
or not". It appears that she is wary of and might even feel guilty for ‘receiving’. Her 
worries might have been affected by the dominant view of therapists being the ones 
who are giving to their clients and not the other way around.
Offering a ‘getaway’. Although clients’ losses resembled their therapists’ 
losses, at the same time therapeutic work could provide a ‘getaway’ from constantly 
being with one’s own loss. While experiencing her loss of health and seeing clients 
who presented with issues that connected with her loss. Fay felt liberated:
"[ ]  to actually enter into their world for an hour., was freedom for me. 
Because I  was able to leave my world and go into their world? And I  just found that 
liberating actually. To be able to do that, to be able to leave my baggage, to leave that 
behind andjust be with them".
From her words it seems that Fay was able to differentiate her loss from her clients’ 
loss. It appears that this made therapeutic work a kind of a refuge for her. 
Furthermore, it might also have been self-validating for her therapeutic competence 
and her personal ‘fluidity’ the fact that she was able to ‘leave her baggage behind’, 
enter their world, and ‘be with’ them.
Participants’ experiences illuminated that clients were ‘big-hearted’. With all the 
challenges they were faced with in their therapeutic work, however, getting 
professional support seemed to be very important.
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Getting Professional Support
Trainee counselling psychologists talked about the challenges they were faced with in 
getting support and how they made use of supervision and personal therapy.
Use of supervision. Participants’ use of supervision for talking about their 
identification with their clients’ losses depended on the supervisor’s orientation and 
their inhibitions about self-disclosing. Alice explained:
"I don’t feel comfortable talking about it with her. [  ]  Maybe it’s the type o f 
loss cause i f  it was a death it’s more sort o f heard and open I  think? Because my loss 
is quite complex and is to do with my mom so there’s an element o f protection over 
her. [ ]  I  guess I ’m more working through the process myself. I  think with other 
supervisors maybe I  would have brought that because maybe i f  they worked more 
with the transference and what’s going on, what’s the process in the room but with 
her she’s more specific on sort o f improving my [CBT] skills so I  just don’t feel like 
there’s a space for it’’.
It appears that Alice chose not to self-disclose her identification with her client’s loss 
due to the type of loss and her subsequent fear of ‘exposing’ her mother’s role in her 
loss of fi*eedom while also ending up being not understood by her supervisor. It seems 
that Alice was protecting both herself and her mother. The use of the present tense 
indicates that her loss is still active and maybe this made it more difficult for her to 
discuss it. She reports, however, that if she felt that she had space to reflect on the 
therapeutic process and the relationship within supervision then maybe she would 
have talked about how her personal loss interacted with her therapeutic work. It seems 
that her supervisor’s CBT orientation and focus of work with her played an inhibiting 
role in getting support from supervision as well, since she was making use of her 
personal therapy.
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On the other hand, other participants felt that due to their supervisor’s professional 
identity and orientation they were able to talk about how their personal losses 
interacted with their clients. Cheryl, elaborated:
"I think it was my supervisor uhm.. as a person and as a counselling 
psychologist hut also because she is very integrative, she is very allowing o f different 
ways to view things and view the world, and I  fe lt safe enough to bring these issues to 
her and to also relate them to my own experience. [  ]  And because as far as I ’m aware 
my supervisor didn’t have a personal identification with it she was able to contain it 
very well. Uhm.. and I  think that’s how I  got through it and how supervision was 
helpful to me ’’.
It appears that because Cheryl’s supervisor was a counselling psychologist and had an 
integrative approach, qualities that Cheryl identified with, she felt "safe enough ’’ to 
share with her how the client’s issues might interact with her personal loss. 
Furthermore, her words "my supervisor as a person ’’ might be expressive of the fact 
that she liked her supervisor as a person as well and maybe her relationship with her 
was also facilitative for her self-disclosure. It seems that her supervisor was able to 
provide a ‘third eye’ and be a ‘container’ for Cheryl and her therapeutic work with the 
client she identified with. Her last words show that supervision played a protagonistic 
role in the challenges she was faced with.
Use of personal therapy. Although, getting support fi*om supervision had its 
challenges, participants found that personal therapy offered a place which they could 
always use to reflect on their loss and how it might relate with their clients’ loss. Betty 
explained:
"I can use therapy to kind o f say "Well there’s something about this client 
that’s staying with me and I  wonder i f  it’s about myself and I  wonder i f  i t’s 
communicating something about my own experience, that’s why it stays with me ’’.
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It seems that personal therapy offered a space to Betty to think over how the client’s 
loss might resonate with her. Through her words it appears that therapy facilitated 
self-reflection and awareness of what is ‘hers’, what is ‘her client’s’, and how they 
might relate with each other. Being a reflective practitioner is promoted within 
counselling psychology training and it looks as if Betty made use of therapy in order 
to cultivate this quality.
Personal therapy, however, was also used as a place in which someone could process 
their grief. Dolores’s client made her realise that there were some aspects of her loss 
that she had not yet processed. She then used her personal therapy to grieve:
"I think it was just good in terms ofjust being able to grieve in therapy for my 
grandmother, inside the therapy. So the leftovers o f the grief that I  hadn’t gone 
through, I  went through inside my therapy".
It seems that it was of paramount importance - “inside my therapy" was repeated 
twice- for Dolores to grieve her loss within her personal therapy. One can assume that 
Dolores was aware of the danger of her loss and grief impinging on the therapeutic 
process so she made use of her personal therapy to protect her therapeutic work. It 
appears that it was pivotal for Dolores to attend to her loss in order to be able to ‘be 
there’ for her client.
Discussion
This study set out to explore trainee counselling psychologists’ experience of working 
with clients who presented with losses that resembled their own. Participants talked 
about the different ways in which their identification with their clients’ losses 
‘coloured’ their work. Furthermore, they elaborated on how they engaged 
therapeutically with their clients and how they experienced themselves being at the 
receiving end of the therapeutic encounter. They also talked about how they 
experienced supervision and personal therapy in terms of receiving support for facing 
the challenges that their ‘journey’ entailed.
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What distinguished the present study from the limited relevant research on therapists’ 
loss experiences and their therapeutic work, is that it focused on the exploration of 
work with clients who presented with losses that therapists identified with. 
Furthermore, it is the first study in relevant research to give trainee counselling 
psychologists the opportunity to share their experiences as practitioners within the 
interactive context of therapists’ and clients’ losses. Participants’ counselling 
psychology identity came to the fore in different ways; they were reflective of the 
therapeutic process and relationship while they made ‘use of the self and approached 
client work with an eclectic mind that prioritised the clients’ phenomenology and 
well-being. Moreover, the diversity of losses they shared showed that they have an 
increased awareness of loss’s idiosyncratic nature and meaning (Neimeyer, 1999).
This study contributed to the limited qualitative research on therapists’ loss 
experiences and client work (Boyden, 2006; Bozenski, 2006, Colao-Vitolo, 2006; 
Kouriatis, 2010; Martin, 2011; Millon, 1998; Schwartz, 2004) by elaborating further 
on its existing findings while also shedding light on the idiomorphic character of work 
with clients that present losses that practitioners may identify with. Participants found 
work with these clients quite challenging. Emotional fragility was reported, as in other 
relevant qualitative studies (Bozenski, 2006; Kouriatis, 2010; Millon, 1998). 
However, in this case the vulnerability of the therapists emerged from their 
identification with their clients’ losses and not just their own grief. Some trainee 
counselling psychologists felt guilty over their inability to ‘be strong’ and competent. 
This study suggests that social and professional expectations about a therapist’s ability 
to manage, ‘hold’, and ‘contain’ might have affected participants’ reactions. On their 
anecdotal accounts, Givelber and Simon (1981) and Rappaport (2000) have also 
commented on the negative impact that this ‘pressure’ might have on therapists. It 
appears that ‘normalisation’ of practitioners’ vulnerability and ‘humanness’ within 
their training and professional environment might be helpful since it creates a space 
for supportive interaction and dialogue that would foster one’s personal and 
professional development.
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Participants were aware of the danger of losing the client’s experience due to 
identification and this was reflected in their conscious effort to focus on the client’s 
phenomenology, a stance that characterises counselling psychology’s philosophy 
(Gkouskos, 2011). Furthermore, trainee counselling psychologists showed their ability 
for reflection on the therapeutic process by being aware of parallel processes that were 
connected with the provision of therapy; Alice commented on how the process of her 
loss in her personal therapy affected therapeutic work while Cheryl elaborated on how 
the ‘loss of self was enacted within therapy for both her and her client.
Participants experienced increased empathy with their clients (Bozensky, 2006, 
Givelber & Simon, 1981, Guy, 1987; Kouriatis, 2010; Morrison, 1990; Schwartz, 
2004) which was not limited to a content level but had an experiential quality attached 
to it. Some trainee counselling psychologists shared a transpersonal experience with 
their clients which resembled the transpersonal aspect of the therapeutic relationship 
by Clarkson (2003). This implied that although having a similar experience with a 
client can be personally and therapeutically challenging it can also foster the growth 
of another level of connectedness.
Trainee counselling psychologists made use of their own judgement and beliefs about 
what might be therapeutic for working with the clients’ losses. They favoured ‘being 
with’ over ‘doing to’ (Strawbridge & Wolfe, 2003), having an eclectic mind especially 
when working within a CBT service. The notion of staying with the clients ‘however 
bad it gets’ has also been supported in Martin’s (2011) qualitative research on 
wounded healers and their therapeutic work. Furthermore, participants approached 
their clients’ difficulties from a position of ‘not knowing’ (Anderson, 2005), showing 
respect for their idiographic phenomenology and thus cultivating a collaborative 
exploration. This study suggests that this stance might be attached to counselling 
psychology’s value of the subjective experience of the other. Furthermore, it might 
also have played a protective role over the danger of therapists’ experience taking 
over the ‘therapy room’ due to identification.
It appears that participants’ non-expert position and respect for their clients facilitated 
collaboration and possibly reflection on and awareness of the ‘gifts’ that they received
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from them. Participants’ experiences supported the notion of collaborative healing 
(Weingarten, 2010) and of therapy being a ‘two-person therapy’ (Ullman, 2007). They 
shared how clients helped them to recognise and become more aware of their losses 
and their impact on themselves while they also found strength from witnessing the 
resilience to adversities that their clients showed. Furthermore, although clients 
presented with losses that the participants identified with, ‘being with’ could become a 
kind of a ‘safety haven’ from the constant experience of one’s personal loss. Client 
work -  not specified, however, to working with similar losses -  has been presented as 
helpful to therapists’ grief in other qualitative studies as well (Colao-Vitolo, 2006; 
Kouriatis, 2010; Martin, 2011).
Therapeutic work also increased participants’ awareness of the idiomorphic character 
of loss (Kouriatis, 2010) and it was empowering for their ability to ‘hold’ both theirs 
and their clients’ losses. Trainee counselling psychologists, however, were also 
brought into touch with their own limitations and how their self and experiences might 
impinge on the therapeutic process. Hayes et al. (2007) found that a therapist’s 
unresolved losses may negatively affect the therapeutic process, especially when 
client difficulties are also loss-related. Participants in this study recognised that 
referring a client might be the best thing to do if one’s loss interferes with the 
provision of therapy. Their stance was expressive of a commitment to ethical practice 
that prioritises clients’ well-being.
Within this context of intersecting losses, getting professional support is of paramount 
importance and participants made use of personal therapy in order to work on their 
own losses and through this process to gain awareness of how their self might interact 
with their therapeutic work. Making use of supervision, however, proved more 
challenging and depended on whether there was space to reflect on the therapeutic 
process and on one’s personal fears about experiencing loss disenfiunchisement 
(Doka, 1989) within supervision. This calls for attention from training and 
professional institutions which need to raise awareness and educate practitioners who 
are supervising to always encourage open exploration of therapists’ personal 
experiences that might relate with, and have an impact on, the quality of therapy 
provided. The satisfaction of this need constitutes an essential safeguard and supports
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the commitment that practitioners have not only towards their clients’ well-being but 
also towards their own personal and professional development.
Although this study was innovative in terms of illuminating trainee counselling 
psychologists’ work with clients that presented with losses that resembled their own, 
the researcher is aware that his common counselling identity with the participants, 
might have ‘amplified’ some aspects of the data that are linked to counselling 
psychology’s discourse. Moreover, it is possible that more data could be extracted 
from the participants with a follow-up interview which could provide them with an 
opportunity to further reflect on aspects of their experience that they didn’t have the 
space to elaborate on in the first interview due to time limitations. Finally, it is 
assumed that this study does not include experiences from trainee counselling 
psychologists who would have found it too distressing or uncomfortable to share 
client work that interacted with their personal losses.
This study showed that therapeutic work with clients’ losses that psychologists 
identify with is both challenging and rewarding. Perhaps a good platform for further 
research into this area would be to conduct a larger-scale study that would incorporate 
psychologists from diverse therapeutic orientations.
214
References
Allen, H. A., & Miller, D. M. (1988). Client death: A national survey of the 
experiences of certified rehabilitation counselors. Rehabilitation Counseling 
Bulletin, 32 (1), 58-64.
Anderson, H. (2005). Myths about ‘not-knowing’. Family Process, 44 ,497-504.
Balsam, R. M., & Balsam, A. (1984). Becoming a psychotherapist: A clinical primer 
(2nd ed.). Chicago: University of Chicago Press.
Boyden, S. (2006). Psychologist bereavement and self-disclosure: Impact on the 
therapeutic process [Doctoral dissertation]. Retrieved fi*om ProQuest 
Dissertations and Theses Database (UMI No. 3203156).
Bozenski, J. (2006). The impact o f bereavement on empathy in psychotherapy 
[Doctoral dissertation]. Retrieved fi'om ProQuest Dissertations and Theses 
Database (UMI No. 3218515).
Bram, A. D. (1995). The physically ill or dying psychotherapist: A review of ethical 
and clinical considerations. Psychotherapy, 32 (4), 568-580.
Braun V. & Clarke V. (2006). Using thematic analysis in psychology. Qualitative 
Research in Psychology, 3, 77-101.
Chemin, P. (1976). Illness in a therapist: Loss of omnipotence. Archives o f General 
Psychiatry, 33 (11), 1327-1328.
Clarkson, P. (2003). The therapeutic relationship (2"  ^ed.). London: Whurr.
Colao-Vitolo, N. (2006). Coping and bereaved psychologists: Impact on the 
psychotherapy process [Doctoral dissertation]. Retrieved firom ProQuest 
Dissertations and Theses Database (UMI No. 3218517).
215
Counselman, E. F., & Alonso, A. (1993). The ill therapist: Therapist’s reactions to 
personal illness and its impact on psychotherapy. American Journal o f 
Psychotherapy, 47, 591-602.
Dewald, P. A. (1994). Countertransference issues when the therapist is ill or disabled. 
American Journal o f Psychotherapy, 48, 221-226.
Doka, K. J. (Ed.). (1989). Disenfranchised grief: Recognizing hidden sorrow. 
Lexington, MA: Lexington.
Felberbaum, S. (2010). Memory, mourning and meaning in a psychotherapist’s life. 
Clinical Social Work Journal, 38 ,269-274.
Garfield, D. A. S. (1990). Manifestations of grief and grievance: A therapist’s 
response to an analyst’s death. In H. J. Schwartz & A. S. Silver (Eds.), Illness in 
the analyst: Implications for the treatment relationship (pp. 253-266). Madison, 
CT: International Universities Press.
Givelber, F., & Simon, B. (1981). A death in the life of a therapist and its impact on 
therapy. Psychiatry, 4 4 ,141-149.
Gkouskos, S. (2011). On becoming a counselling psychologist in the United Kingdom: 
A description o f the principal philosophical, theoretical and value base, the 
training and qualifications that construct the professional identity o f counselling 
psychologists in the UK Retrieved firom http://dcop.bps.org.uk/dcop/the- 
forum/articles/on-becoming-a-counselling-psychologist-in-the-uk.cfin.
Guy, J. D. (1987). The personal life o f the psychotherapist. New York: John Wiley.
Halpert, E. (1982). When the analyst is chronically ill or dying. Psychoanalytic 
Quarterly, 51 (3), 372-389.
216
Hayes, J. A., Yeh, Y., & Eisenberg, A. (2007). Good grief and not so good grief: 
Countertransference in bereavement therapy. Journal o f Clinical Psychology, 63 
(4), 345-355.
Kouriatis, K. (2010). Therapists’ experience o f loss: An interpretative 
phenomenological analysis (Unpublished research). University of Surrey, UK.
Lewis, J. M. (1982). Dying with friends: Implications for the psychotherapist. The 
American Journal o f Psychiatry, 139 (3), 261-266.
Lyons, E., & Coyle, A. (Eds.) (2007). Analysing qualitative data in psychology. Los 
Angeles, London, New Delhi, Singapore: Sage Publications.
Martin, P. (2011). Celebrating the wounded healer. Counselling Psychology Review, 
26(1), 10-19.
Millon, M. L. (1998). Death in life: The impact o f major loss on the therapist’s work 
[Doctoral dissertation]. Retrieved from ProQuest Dissertations and Theses 
Database (UMI No. 9832075).
Morrison, A. L. (1990). Doing psychotherapy while living with a life-threatening 
illness. In H.J. Schwartz & A.S. Silver (Eds.), Illness in the analyst: implications 
for the treatment relationship (pp. 227-250). Madison, CT: International 
Universities Press.
Morrow, S., L. (2005). Quality and trustworthiness in qualitative research in 
counseling psychology. Journal o f Counseling Psychology, 52, (2), 250-260.
Neimeyer, R. A. (1999). Narrative strategies in grief therapy. Journal o f Constructivist 
Psychology, 12, 65-85.
Ogden, T. H. (1979). On projective identification. International Journal o f 
Psychoanalysis, 60, 357-373.
217
Pappas, P. A. (1989). Divorce and the psychotherapist. American Journal o f 
Psychotherapy, 43, 506-517.
Patton, M. (1990). Qualitative evaluation and research methods, (2nd ed.). Newbury 
Park, CA: Sage.
Rappaport, J. (2000). Traumatic time: The therapist’s mourning. Psychoanalysis and 
Psychotherapy: The Journal o f the Postgraduate Center for Mental Health, 17, 
55-64.
Richardson, J. (1996). Handbook o f qualitative research methods o f psychology and 
the social sciences. Leicester: BPS Books.
Schwartz, R. E. (2004). Therapists' experience o f client sudden death: A qualitative 
study [Doctoral dissertation]. Retrieved from ProQuest Dissertations and Theses 
Database (UMI No. 3111010).
Shapiro, R. E. (1985). A case study: The terminal illness and death of the analyst’s 
mother: Its effect on her treatment of a severely regressed patient. Modern 
Psychoanalysis, 10 (J), 31-46.
Strawbridge, S., & Woolfe, R. (2003). Counselling psychology in context: In R. 
Woolfe, W. Dryden, & S. Strawbridge (Eds.), Handbook o f counselling 
psychology (2"  ^ed., pp. 3-21). London: Sage.
Ullman, C. (2007). Commentary on special issue of relational psychoanalysis in 
Europe: How is this dialogue different? European Journal o f Psychotherapy 
and Counselling, 9 (1), 105-116.
Ulman, K. (2001). Unwitting exposure of the therapist: Transferential and 
countertransferential dilemmas. The Journal o f Psychotherapy Practice and 
Research, 10 {\), 14-22.
218
Vamos, M. (1993). The bereaved therapist and her patients. American Journal o f 
Psychotherapy, 47 (2), 296-305.
Weingarten, K. (2010). Intersecting losses: Working with the inevitable vicissitudes in 
therapist and client lives. Psychotherapy Theory, Research, Practice, Training, 
47 (3), 371-384.
Willig, C. (1999). Applied discourse analysis: Social and psychological interventions.
Buckingham: Open University Press.
Wong, N. (1990). Acute illness in the analyst. In H. J. Schwartz & A. S. Silver (Eds.), 
Illness in the analyst: implications for the treatment relationship (pp. 27-45). 
Madison, CT: International Universities Press.
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology & Health, 
75,215-228.
219
Appendix I
Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action
Ref: 550-PSY-10 RS
Name of Student: KONSTANTINOS KOURIATIS
Title of Project: The exploration of therapeutic work with clients who 
present losses that resemble trainee counselling 
psychologists’ own loss experiences.
Supervisor: DR DORA BROWN
Date of submission: 15™ DECEMBER 2010
Date of re-submission: 24™ JANUARY 2011
The above Project has been re-submitted to the FAHS Ethics Committee.
Favourable ethical approval has now been granted.
Signed:
Dr Vicky Senior 
Deputy Chair
Dated:
220
Appendix II
Email Invitation
Re: Trainee Counselling Psychologists’ Experience of Working with Clients who 
Present Losses that Resemble their Own
Dear
I am a counselling psychologist in training at the University of Surrey. With the 
agreement of the University of Surrey Ethics Committee, I’m carrying out a 
qualitative research on trainee counselling psychologists’ experience of working with 
clients who present losses that resemble their own, as part of my doctoral thesis.
Within the context of this study, the term ‘loss’ incorporates any type of loss that has 
a psychological impact and is personally significant for the participant. This study 
involves third year trainee counselling psychologists. Participants will be interviewed 
for approximately one hour. The identity of all interviewees will be confidential and a 
pseudonym (false name) will be used to preserve anonymity. For more information 
about the study see the attached “Participant Information Sheet”.
If you have any queries for this study or would like to take part, please contact me via
e-mail a t ...........................I sincerely appreciate your taking time with my work and I
look forward to hearing fi'om you.
Kind Regards 
Kostas Kouriatis 
Lead Researcher
Counselling Psychologist in Training
Psych.D (Cand.) Psychotherapeutic & Counselling Psychology
University of Surrey
Email:
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Social psychologist 
Research Tutor
Psych.D Psychotherapeutic & Counselling Psychology 
University of Surrey
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Appendix HI
Participant Information Sheet
Title of project: Trainee Counselling Psychologists’ Experience of Working with
Clients who Present Losses that Resemble their Own
You are being asked to participate in a research study conducted by the Department of 
Psychology, University of Surrey. This study has received a favourable ethical 
opinion from the University of Surrey Ethics Committee and it abides by the Health 
Professions Council (HPC) guidance on conduct and ethics for students (HPC, 2009). 
Before you decide whether or not to participate, it is important that you understand 
why the research is being done and what you will be asked to do. Please dedicate 
some time to read this information sheet carefully and please feel free to ask if there is 
anything unclear about it.
What is the purpose of this study?
The purpose of this study is to explore trainee counselling psychologists’ therapeutic 
work with clients who present loss experiences that resemble their own. Within the 
context of this study, the term ‘loss experiences’ incorporates any type of loss that 
might have a psychological impact and is of personal significance.
This study is being conducted by Konstantinos Kouriatis, a postgraduate student at the 
University of Surrey, as part of his PsychD Practitioner Doctorate course.
Why have I been chosen?
You have been chosen because you are a 3"^  ^year trainee counselling psychologist. A 
total of 6 participants will take part in this study.
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Do I have to take part?
No, participation in this study is completely voluntary and you are under no pressure 
to take part. Also, you can stop the interview at any time you feel the need to and can 
choose not to answer any questions.
What will happen to me if I take part?
If you agree to participate in this study, you will be interviewed by the researcher who 
will ask questions about your therapeutic work with clients who presented with losses 
that resembled your own. You will be invited to talk only about therapeutic work and 
losses that you feel comfortable sharing and you want to reflect on. The interview will 
take place in university premises. The interview will be recorded and it will 
approximately last one hour.
What will happen after the interview?
The researcher will be conducting six interviews for this study. The findings fi*om 
each interview will be combined with information fi*om the other interviews and a 
report will be written. In the report the identity of all participants will be confidential 
and a pseudonym (false name) will be used to preserve anonymity. The final report 
will be read by fellow academics at the University of Surrey and may be published.
How might the research benefit me or others?
A potential benefit fi*om participating in this study will be the opportunity to discuss 
the interaction between loss and therapeutic work in a way that previously may not 
have been addressed. New awareness and insight might result, which may enrich your 
clinical practice and personal development.
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What if there is a problem?
Your welfare will be a priority for this research; since the research deals with 
therapeutic work and loss, sadness may arise as well as other distressful and/or 
unresolved feelings which haven’t been brought, heretofore, into your awareness. If 
you feel uncomfortable during the interview you will be given a choice for a break or 
to stop the interview and withdraw your participation. You will also be offered an 
optional debriefing session after the interview in the case you experience any distress 
deriving fi*om your participation in this study. Furthermore, you will have the option 
to be provided with detailed information about help-lines and reading lists relevant to 
your loss.
Contact details
This study is being conducted for the University of Surrey, under the supervision of 
Dr Dora Brown, who is a social psychologist and research tutor. Konstantinos 
Kouriatis will be working directly with the people who participate in this study.
Please feel free to contact us by email or telephone as follows:
Konstantinos Kouriatis email:
Dora Brown email:
Contact telephone number:
Thank you
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Appendix IV
UNIVERSITY OF
SURREY
Ethics
Committee
Consent Form
I the undersigned voluntarily agree to take part in the study on
I have read and understood the Information Sheet provided. I have been given a 
full explanation by the investigators of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been advised 
about any discomfort and possible ill-effects on my health and well-being which 
may result. I have been given the opportunity to ask questions on all aspects of 
the study and have understood the advice and information given as a result.
I agree to comply with any instruction given to me during the study and to co­
operate fully with the investigators. I shall inform them immediately if I suffer 
any deterioration of any kind in my health or well-being, or experience any 
unexpected or unusual symptoms.
I understand that all personal data relating to volunteers is held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
I understand that I am fi'ee to withdraw from the study at any time without needing 
to justify my decision and without prejudice.
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• I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS) 
Sign
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
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Appendix V
Interview Schedule
Demographics
Would you mind telling me how old are you?
Can you tell me a few words about your training and clinical 
experience?
1. Would you mind sharing with me how you have experienced loss in your life?
2. How is it for you on a personal level when working with clients who present a 
loss or losses that might resemble your own?
Prompt: How is it for you in terms of the process of your own loss?
3. How would you describe therapeutic work with this/these client/s?
Prompts: How is it working with this/these client/s specifically within your 
therapeutic approach?
What is the role of supervision for you on this/these occasion/s?
4. How do you see your future practice in relation to having had this experience of 
working with a client who presented a similar loss to your own?
5. Is there anything you’d like to add that hasn’t been covered?
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Appendix VI 
Debriefing Sheet
Purpose of Research
To explore trainee counselling psychologists’ experience of working with clients who 
present losses that resemble their own.
Researcher Details
Konstantinos Kouriatis 
E-mail:
Optional Debriefing Session
You will be offered an optional debriefing session after the interview in the case that 
you feel that you experience any distress deriving from your participation in this 
study. Should you feel that you are still in need of support please feel free to contact 
the researcher on the details given above.
Optional Additional Support:
Loss related help-lines and reading lists.
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Participation
As mentioned in the Information Sheet and the Consent Form, if you decide for any 
reasons to withdraw your participation from this study, please contact the researcher 
who will immediately remove any information relating to you from the research.
Please let the researcher know whether you wish to receive a copy of the final paper 
presenting the results of this study.
Thank you for your participation.
Your time and involvement has been greatly appreciated.
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Appendix VII 
Overarching Themes and Sub-Themes Table
Overarching themes Sub-themes
Being ‘too close to home” i. Therapist’s fragility
ii. Conscious effort to focus on the 
client’s experience
iii. Parallel processes
iv. Increased empathy
V. Experience of the transpersonal in 
the therapeutic relationship
Type of therapy provided i. Use of own judgement informing 
therapeutic approach
ii. Taking a non-expert position
The giving client i. Cultivating therapeutic maturity
ii. Facilitating reflection on the 
therapist’s own loss
iii. Client the ‘role model’
iv. Offering a ‘getaway’
Getting professional support i. Use of supervision
ii. Use of therapy
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Appendix VIII 
Interview Transcript 
I: Hi. Would you mind telling me how old are you?
P: Uh.. 27.
I: Can you tell me a few words about your clinical and training background?
P: Before the course or while on the course?
I: Uh, both.
P: Ok. Uhm, before the course I did my psychology undergraduate degree and then I 
found a job working in a residential school with kids with behavioural and emotional 
difficulties. I was there for three years. I went in as a care worker, so I used to work in 
a house; they would sleep in the house, it was residential. So I would be one of the 
staff that took., caring for them. And we would care for them, kind of in shifts. Uh.. 
after two years I was promoted to a senior worker which meant I supervised other 
people. I still worked alongside kids but I stopped key working and I started 
supervising. After that I worked for [name], I did parenting assessments so I worked 
with families who had children that were at risk and we would work for them for 
twelve weeks and make an assessment of their support needs and risk issues in the 
home; and then I got accepted at the university of [name], to do my training. Uh.. in 
the last three years while doing my training I’ve had three different placements. The 
first placement was secondary care where I worked with adults with complex mental 
health needs. I did that for a year. In the second year I had a psychodynamic 
placement where I worked again in secondary care but worked with clients for a year 
uh.. psychodynamically. Again kind of complex mental health needs. And now in my 
third year I’m in secondary care again, doing CBT with clients with a range of 
different complex mental health needs.
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I: Ok [name]. Thank you. And uh.. as you know this interview is about working with 
clients who might have presented a loss or losses that might resembled your own. And 
I’m wondering how have you experienced loss in your life.
P: Uhm.. I think loss is., loss it can be quite general. Uh.. I haven’t, I haven’t, you 
know, thankfully lost a close member of family uh.. to death, I haven’t lost them in 
that way. But I’ve lost a good friend to death and also when I used to work with 
families with [name], I found out last year that a little boy that I worked with 
committed suicide. He was 11 when he committed suicide. So that was a big loss for 
me. I wasn’t still working with him but I had worked with him a couple of years 
before. He committed suicide. So they are the kind of more concrete losses if you like. 
Uhm.. and then there are others losses I guess just in terms of.. I think in one’s life 
there’s always loss. Well I think there’s more general losses like losing relationships 
or losing identities, thinking about who you think you are and maybe feeling that you 
lose that for some reason. Childhoods, things like that. So certainly those things I 
think are very relevant.
I: Thank you [name]. Now if we go to your therapeutic work with a client that might 
have presented something that resembled a loss that, you know, of your own.. Can you 
please tell me how was it for you on a personal level working with a client like this?
P: Working with a client..
I: Who presented a loss that resembled., that resonated with you, some of your losses 
or loss of your own.
P: Hm. Uhm.. I think, I think different clients come to mind for different reasons and 
different things can resonate with us. Uhm.. I had a client in particular who spoke 
about., the kind of., the relationship with his father that he had and never really 
knowing who his father was or why his father cut contact Wth him. His parents 
divorced and his dad had some contact with him and then lost contact over the years 
and he hadn’t really see his father. And who really mourned the loss, that loss; really 
in.. wasn’t really able to talk about it because of the pride that stopped him from really
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get in touch with the pain but you could see it was there, sometimes he would touch 
on it. And it did made me think a lot about my own relationship with my father. I 
mean I have contact with my father so it’s very different to., to him. To his situation. 
Me and my father have regular contact but my parents also divorced uhm.. when I was 
quite young, very young and my father stopped living in the family home and 
although I had contact with him I felt., looking back I always felt that something was 
lost. I saw him regularly and my father is quite an old fashion man. He believes that 
providing for your family means working incredibly hard and providing financially, 
providing security. Didn’t believe so much in providing emotionally or., not because 
he didn’t wanted but because he came from a generation where there wasn’t enough 
emphasis on that I think. So while working with this client I guess it put me in touch 
with., -although we were different, our backgrounds were different cause my father 
was physically still present- the lost opportunity for there to have been something 
more. Something more emotional, something closer, more intimate. And he., you 
know, he spoke about that lost opportunity a lot. Uh.. so I guess it put me in touch 
with that in myself. And it’s interesting how the situations can be different but they 
can still resonate. So although our backgrounds were different with this client, there 
was something in the feeling that was similar. Uhm.. so that, that was quite poignant 
for me because I., perhaps I wouldn’t have thought about it in the same way if he 
hadn’t been thinking about the lost opportunities to him and how they felt and what he 
missed. When I realised actually that I missed some of the similar things he talked 
about, I felt I could really relate to some of those losses. Uhm.. yeah so that’s..
I: So in a way it almost made you recognise your own loss, something that you didn’t 
consciously think.
P: Yeah, because I think I went, you know, when he first spoke about his dad not 
being around, I didn’t really.. I didn’t feel that we were similar, I didn’t feel, you 
know, that we had that in common. It was only for exploring the things that he had 
lost and the things that he felt he would have liked to have experienced. It was only 
for experiencing that and talking to him about that, that I realised that we were more 
similar than perhaps I realised. And I guess it did put me in touch with some of the..
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some of the pain around kind of the things I would have liked as well. So I think that 
was., that was useful in that way. Uh..
I: Useful in what ways?
P: Well I think I, I., what’s useful for me it’s that I also., because I’m also in personal 
therapy, sometimes I can., sometimes I can go to therapy and if there’s a client that 
still’s on my mind.. I try not to use therapy as supervision because I think that the 
roles are separate, but sometimes if there’s a client still on my mind and I’ve already 
had supervision then I can use therapy to kind of say “Well there’s something about 
this client that’s staying with me and I wonder if it’s about myself and I wonder if it’s 
communicating something about my own experience, that’s why it stays with me”. So 
I think in that respect it’s quite, it’s quite useful to be able to make that differentiation 
and then be able to take some of it to therapy and.. There’s another client who I’m 
working with at the moment, currently, who’s is in a lot of., a lot of pain I think, 
emotional pain. A lot of pain and there’s a lot that I think, a lot that he has lost 
physically, I think he’s lost a lot., he’s lost a lot of family members and he’s lost a lot., 
he’s lost his home, he’s living in [name], he’s come from another country . So he’s 
lost his family, his home, and he talks about the kind of just the pain of that. And there 
is something in it that resonates with me in terms of that loss and it’s really interesting 
to go to therapy and think well I haven’t lost my family, I haven’t lost my home but 
what is it about his experience that really., that I feel really connected to that. I, you 
know, that I find it difficult to leave., leave him at work and then go home and., 
something stays with me, I carry something. And I think something is about.. I think 
there is something about the amount of pain that he is in that’s very difficult to be 
around so I think there’s a part of that; but I always tend to think that it’s probably 
deeper as well. There’s something about his feeling, his feelings of loss that., that kind 
of stay with me and that’s something I’ve been thinking about in kind of myself as 
well and in therapy, and I think it has., he’s kind of. his loneliness is quite uhm.. it’s 
quite powerfiil just how lonely he is. And I guess it’s made me think about how 
sometimes you can be surrounded by people and have networks and feel really 
connected but still really have those moments of feeling completely lonely. 
Completely alone or lost. And I think that’ something he’s put me in contact with.
235
recently. Thinking I know how lonely that can feel. Obviously not completely know 
because my circumstances are so very different but I can connect with how sometimes 
the world can just be really lonely. And you lose maybe some of the., the comforts 
that you have as a child, kind of the innocence that you have as a child and you realise 
how horrible the world can be in doing client work or., and listening to some of his 
stories and being in touch with just how unpredictable and scary and cruel the world 
can be. And feeling completely that you lose some of the maybe., yeah some of the 
innocence, ignorance that can be protective for you, you know, if you kind of are in 
touch with the reality of how nasty the world can be. That can be quite protecting. 
Uh.. and I think he’s been stripped off that very suddenly, he had to grow up very 
quickly, he’s lost family members, he’s seen., come from a country where there’s 
been war so he’s seen the horrors of war and there’s something about suddenly being 
stripped of that kind of those protective layers and being exposed to the elements. And 
I think when I’m with him he really puts me in touch with some of that. I feel like., 
sometimes I feel like I lose the kind of, the... distraction that you can provide yourself 
when you don’t have to think about the world. And so I think he puts me in touch with 
that. Uhm.. so there’s not, it’s not concrete loss but it’s being in touch with a kind of 
loss that uhm.. resonates with you, that stays you, a kind of., in touch with the 
scariness and the loneliness that I think he puts me in touch with. Uhm.. and kind of 
feeling like ooh it would be nice if he’s still had a parent or someone to look after him 
and then feeling like it actually would be nice if I still had a parent or someone to me; 
those kind of parallels are quite powerftd I think. Uhm.. and I think there’s something 
about seeing someone in pain anyway that really can put you in touch with just pain 
and., and loss. I don’t even think they always have to be connected. I think there’s 
something about being in touch with other people’s., whatever the pain might be 
about, whether it’s about, whether it’s about loss, concrete loss or whether it’s about 
just any other pain, I think there’s something about kind of realising how much pain 
people carry. Which then puts you in touch with sadness and I think sadness then puts 
you in touch with loss. Whether it’s loss of happiness or loss of support or uhm.. I 
think they are quite connected.
I: Now [name] in terms of your therapeutic work with these clients how would you 
describe it?
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P: I think, I think it’s so difficult isn’t it. Because you can’t, you can’t uhm.. you can’t 
really explain what the therapeutic relationship is, you almost feel it. You can’t really 
put into words what it consists of and I think, you know, with the., with both clients I 
felt quite connected. Because of., maybe because of.. I’ve always felt because of 
understanding. That I felt quite connected with them and they’ve indicated that they 
felt quite connected. And it’s something that it isn’t always verbalised. Something that 
sometimes it’s more felt than described. And it’s hard to know whether it’s because of 
the resonances that I feel, that they say something that resonates or whether, you 
know, whether it’s., whether it’s something else. It’s hard to know. But I think there is 
something about when they say something that you feel., when you.. I think that 
maybe there’re different levels of understanding; sometimes you can understand what 
someone says intellectually, cognitively you can understand it, and sometimes you 
can empathise by pulling yourself in their shoes and realising just how horrible that 
can be. And then I think there are sometimes when you can just feel it from 
experience or from life. You just feel it and I don’t think you need to always express 
that verbally, I think they recognise that, somehow, something is communicated that I 
can’t explain. But I know they’ve been not many moments that, just moments when 
people have expressed the feeling or an experience that I’ve really strongly resonated 
with.
I: So you think that this form of empathy might be affected by the fact that, you know, 
you see yourself having something in common with what the client is presenting with.
P: Yeah. And I don’t, I don’t even, you know. I’m not even talking about self 
disclosure, it’s not.. I have not self disclosed with either of the clients. So it’s not that I 
verbally said “Oh I know how that feels”. And I guess really you don’t ever really 
know how anything feels because., your own personal, individual experience isn’t., 
you don’t know that it’s identical. But I think there is something in the way that you 
emphasise that they feel maybe more understood or that there’s something in the air 
that they, they feel that., empathised with. And of course, you know, the opposite 
happens as well. There are times when you think you understand and then the way 
people react to their losses is completely different to the way that you reacted to yours.
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I think that can happen as well. And I think then you need to be open to the fact that 
the same losses aren’t experienced in the same way; you might feel hurt, they might 
feel angry. I think you need to be open to that. I think it’s dangerous to assume that 
everyone experience loss in the same way. But I think in those moments when you’ve 
really been in touch with pain, partly cognitively but partly experientially, I just feel 
like they., they are touched by it too, that you are both touched by it and something is 
expressed empathically that maybe., maybe it’s deeper I’m not sure.
I: Uh hm. So on the one hand this specific client work might be fiirther.. in a way 
enriched by this form of empathy and on the other hand someone must be careful and 
aware that, you know, the experience of a loss might be quite different for a client and 
how he or she copes with it and he experiences it.
P: Yeah. I think with our life, with this kind of work you always need to be careful. I 
don’t think you can assume that you know and I think there must be quite.. I think in 
that respect you have to be really careful because you don’t want to give the 
impression that there is a right way of feeling or a right way of experiencing which I 
don’t think there is. You don’t want it to become., turn into a judgement and to a., and 
I have, I have worked where I’ve thought “Gosh they’ve talked about losing their 
parent and I’ve thought if my mom died or if my dad died I would feel this way” and 
then people have felt completely differently. So I think you always have to be careful. 
Yeah, so I think they’re both., it can work both ways.
I: Is there anything else that you have in mind specifically with working with clients 
who have experienced a loss that resonates with your own?
P: Uhm.. nothing in.. no kind of clear examples. Uhm.. I think it comes into our work 
all of the time and I think it can be.. I don’t even think the losses have to be the same. 
I think as I’ve said earlier, it doesn’t mean that losses have to be the same for it to 
come up. I think it can come up all of the time and I guess one of the things that we all 
have in common is that everyone has experienced a loss. Whether it’s a death or 
whether it’s a loss of something else. Everyone has experienced a loss. I guess some..
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I guess in that way we’re all., we’re all connected in that sense. In terms of 
experience. So I think.. I think in that sense it can be really powerful uhm..
I: Do you think that the specific therapeutic approach that you were working with, 
with these clients played any role? In your work, in how you interacted with them., 
and how you have experience working with them?
P: That’s an interesting question. I think that one of the clients I worked with last year 
was more psychodynamic and I think in a sense it was easier uhm.. because we were 
working psychodynamically, it was easier to explore, explore the loss and get a feel 
for the loss.
I: And this was the client who uh.. didn’t have any contact with his father?
P: Yeah. This was the client that didn’t have any contact with his father and in a sense 
it made it easier for me to get a., to kind of really stay close to his experience because 
I always tell myself that I have to really stay close to the client’s experience and leave 
my own experiences out of it. And if my experiences can enrich the empathie 
understanding then that’s great but otherwise I need to leave it, you know, bracket it. 
So I think that was quite useful. The client that’s lost an awful lot, you know, family, 
the more recent client I’m working within a CBT way and it’s more.. I think it’s more 
difficult within a CBT framework uhm.. because., maybe this communicates more 
about my experience with CBT rather that with the client but I think because there is 
more., there’s more structure around how you should work within a CBT fi*amework 
uh.. and if anything my own experiences have pushed me to be more flexible with my 
work with this client because I felt like if there is., if he’s feeling so much pain or if 
he’s., if he’s lost so much he.. I want to give him some control over the sessions rather 
than exert a manualised sense of control over the sessions. So., it’s difficult to know 
whether that comes firom my own experiences of feeling like sometimes loss is 
unpredictable and you have no control over it., it’s snatched, something can be 
snatched away from you, so maybe it’s my way of recognising that and wanting to 
give him some control over our sessions. So I think CBT has made it more difficult 
but my experiences have made me want to., be more of a flexible practitioner rather
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than a structured CBT therapist. Uhm.. so at the moment we kind of feeling are way 
through, we are not., we are not yet working within the framework. I kind of. I’m 
using my judgement and I feel that that’s something he needs. So..
I: So if you felt completely free to work with the client the way that you wanted to 
what would be different? What would you do?
P: Uhm.. it’s really difficult because there is a part of me who thinks ok you know if 
we think about CBT.. CBT says ok experiences., it’s not the way that we., it’s not the 
events themselves it’s the way that we interpret events, it’s the way that we think 
about events that makes our experience of them difficult. You know, that’s what kind 
of basic CBT’s telling. So whereas I am more inclined to think well how can you 
think about loss in any other way, the loss hurts, it’s painful, it’s scary, painful uh.. 
and., it’s complicated. So I guess I’ve got more of an acceptance, so it’s ok for my 
client to feel angry or hurt or frustrated or pissed off at the world because of the loss 
rather than saying well let’s change the way that you think about that loss. Let’s, you 
know, I think well., although I’m probably doing CBT an injustice. CBT will probably 
acknowledge that, you know, if it’s realistic it’s ok but., so I guess I would be more 
inclined to be thinking more psychodynamically, more existentially about his loss., 
about world and life, and how loss is a part of it and an inevitable part of it and how 
scary that is to our existence and our way of coping and our way of being. I think will 
be a more usefiil way at the moment, to be able to connect with the loss rather than 
trying to change the way he conceptualises the loss.
I: So if I were to summarise what you said in terms of the different approaches and the 
different clients that you have worked with uh.. you mentioned that with the first 
client the one who didn’t have any contact with his father was really helpful working 
in a psychodynamic approach because it helped you differentiate what was yours what 
was his and on the other hand the CBT approach you find it a little bit more inflexible
P: A little bit limiting, yeah.
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I: Limiting and you have to in a way stretch it a little bit in order to take into account 
the client’s needs as well.
P: I think that some of the CBT uh.. techniques or strategies can be usefiil but I guess 
in its entirety CBT, as a whole., in its kind of structure as whole is difficult. I find it 
difficult and I acknowledge I am still very new at it as well. Uhm.. but yeah certainly 
some of the kind of., some of the techniques and strategies probably would be useful 
for this client just not in that structured, you know, now we should do.., now we 
should be looking at your thinking errors, now we should be looking at.., you know, 
your assumptions. That in itself isn’t very useful at the moment. I don’t think.
I: Uh.. I wanted to ask you about something else as well. On these specific occasions 
examples that you shared with me, with these two clients uhm.. what was the role of 
supervision for you? Was it something that you shared in supervision what you said to 
me or was it something that you., processed through the supervision sessions or was it 
something that you left it outside or..
P: Uh.. I think with the., with the client last year uhm.. I think it depends very much 
on the supervisor that you have and how much they welcome, how much they’re 
focused on process between you and the client, and how much they welcome your 
own process. Both.. I mean the supervisor that I had last year was brilliant. He was 
very very good but he was more interested in the client process rather than the process 
between me and the client, so in a sense there wasn’t really a huge amount of 
opportunity or it wasn’t really very welcomed, not that he ever shut it down but I 
didn’t feel that there was much space in supervision to think about my own process 
around this and how my process and his process might becoming., how they are 
working together. He was very interested in the client’s process and I think as a 
trainee if you get that vibe from your supervisor it is very difficult to then take your 
own personal experiences. Obviously you are not trying to use supervision as therapy 
but there is a place I think for you to bring your own personal experiences if it’s being 
you know, if you feel that is., it’s resonating with you or it’s impacting on the work. 
Uh.. and I never.. I didn’t actually in both times, I wasn’t able to., particularly last 
year, I wasn’t really able to do it. But I made use of therapy a lot talking about the
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bits, working on my own bits. Uhm.. and I’d like to think if 1 ever felt like it was 
negatively impacting on the work then 1 think 1 would have taken it to supervision. 
But 1 didn’t feel like it was negatively impinging on the work and 1 was kind of 
trying.. 1 was quite aware of how much was mine and how much was the client’s. So 1 
think that was usefiil. This year with the more existential loss, 1 think in a sense it’s 
easier cause everyone can connect with an existential loss. So it’s easier for me to talk 
to my supervisor about the world and uncertainty and in the., and although he is a 
CBT so he is more., less interested in 1 guess., he seems less curious about the 
process. Uh.. he is able to tap into the existential loss because 1 think everyone can 
connect to that. We can all connect to the horrors of what this client has experienced 
and how we feel about that and how we experience, how we would experience a loss 
like that. It seems less., it seems more existential, less personal than a loss of maybe a 
cut in your relationship with your father. You know, they’re different. So in that sense, 
you know, 1 have been able to have.. 1 mean it’s not been a large part of supervision 
because my supervisor is CBT orientated but 1 have been able to kind of connect 
with., in supervision about how I’m really taking it slowly and I’m not working 
strictly from a CBT framework because 1 can get in contact with.. 1 can get in touch 
with how much space he might need and the fact that he might not need to be rushed 
and my supervisor is, he is able to respect that I’m making that judgement call. The., 
you know, that I’m kind of at a place where 1 can make that call. So my supervisor is 
respecting that.
1: So you find that his supervision is more in a way flexible and you found it more 
comfortable to share this loss because of the type of the loss.
P: Yeah. 1 think it would’ve been more difficult if the type of loss was a more personal 
loss. Yeah it would be more difficult to talk about it, you know, the loss of the 
relationship with my father. 1 think that would be more difficult to talk about in 
supervision.
1: Can you say that this year you took something from supervision afier having., 
sharing in a way how the client’s loss might resonate with you?
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P: With, what.. Say that again.
I: Yeah. Can you say that this year, this year that you felt more comfortable in sharing 
this existential loss, the client’s existential type of loss and probably sharing how this 
has connected to you - i f  you did this, I don’t know- can you say that supervision was 
helpful, did you take something out of it or..
P: I think supervision has been helpful this year in the sense that it’s given me the 
space and the opportunity just to think aloud? Uhm.. I mean I don’t feel like in this 
example that we’re talking about at the moment, I don’t feel like uhm.. I don’t feel 
like he necessarily aided my thinking on my work but what it did do is., therapy has 
been more helpM in that sense. Because I’ve really been able to think about my own 
experiences to loss. But I think therapy is help to me to kind of be able to do that 
processing and then going to supervision and almost., not take something from it but 
almost be able to justify the work that I’m already doing. So to be able to say to my 
CBT supervisor “Ok, this isn’t strict CBT but these are the reasons that I’m working 
this way”, so that it doesn’t look like I’m just an incompetent trainee that doesn’t 
know how to use CBT and has lost control of her sessions. But it look like actually I 
am a thoughtfid trainee that’s thought about the client’s individual needs and for these 
reasons..
I: You can support what you are doing.
P: I can support what I’m doing. So that’s been important to me. Yeah.
I: Yeah. After having these experiences with clients who in a way resonated with 
some of your own losses uh.. how do you see your future practice?
P: You know I think what makes..
I: Either generally or specifically with having another experience like that or working 
with clients who present losses that connect with your own.
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P: Yeah. I think just more generally to be honest, I think what., what makes us human 
is our experiences of joy, of loss, of pain, of fear, happiness, all of those., that’s what 
makes us human. And I think when you’re in a room with another client or another 
therapist, depending on who you are, whether you are a client or a therapist, you can’t 
trust that you’ll ever gonna., as a client and I speak as a client as well because I’m in 
therapy, you can’t ever trust that you’re gonna find someone that’s been through 
exactly the same things that you’ve been through. That you need to trust that they’ve 
had enough pain and happiness and all of those feelings that life., that they’ve 
experienced enough of that in life, that there’ll be able to know what it feels like when 
you are scared, maybe for different reasons; and so as a therapist I think that’s 
something that I take away. That I might not always have been through exactly what 
my clients have been through but I know what is like to cry and feel scared and feel 
pain and terror and loss and all of those feelings that life throws at you and so I can 
draw in those experiences to try and help the client feel understood or heard and 
actually -just very quickly-1 had a client who used to talk about just that. She used to 
want to know -that was my psychodynamic year- she wanted to know all about me 
and I kept the frame, I didn’t disclose a lot and we explored about why. We eventually 
got to the point where she felt that no one could understand what she had been through 
unless they had felt it directly themselves. That no one could ever know. Of course I 
hadn’t been exactly what she had been through but I feel like throughout the course of 
our work we did get to the point where she could see that someone i.e. me, sees her 
pain can connect with it, can contain it, can hold it even though I haven’t been through 
exactly the same thing. So I think that’s something I take away with me; that the range 
of clients that we see it’s not possible for us to have experienced., all, to understand 
directly, exactly all of the different life experiences feel like. But we have enough 
reserves of just having been human that we can resonate with them. We can try and 
resonate, try and understand..
I: So to be able to connect with them..
P: Yeah.
I: ..at some level.
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P: As two humans. Not as two people with identical experiences but just as two 
humans. As two people who at one point in their life or another have felt some of 
those feelings. So I think that’s really important.
I: Ok. And one last question. Is there anything else that you would like to add that you 
didn’t have the opportunity to talk about?
P: No I don’t think so. I don’t know if there’s anything else you want clarification on.
I: No. It’s ok. Thank you.
P: You are welcome.
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Appendix X
Reflecting on the Use of Self
My study this year was a natural culmination of my last year’s research on therapists’ 
loss experiences and their work with clients. I was really excited to start my research 
on this topic since my previous study indicated that the exploration of therapeutic 
work with clients’ losses that therapists identified with could illuminate possible 
challenges practitioners might be faced with and provide a space for reflections on the 
use of self and on the therapeutic process within this idiosyncratic context of 
interrelated losses. Conducting this research with trainee counselling psychologists 
was especially appealing for me since our training focuses on the development of 
reflective practice and I was really interested to see how my colleagues might engage 
with therapeutic work which research showed to be challenging even for experienced 
therapists.
Of course due to the nature of the topic and the possible personal and professional 
challenges it might be attached to, finding participants was a little fi*ustrating. I built 
up my sample slowly and conducted the interviews over a period of two months. This, 
however, gave me the opportunity to gradually familiarise myself with the data as they 
were coming along. This boosted my enthusiasm because 1 started to see that the 
material was rich and that 1 would have the opportunity to hopefidly tell an interesting 
story in answer to my research question. Therefore, it was really important for me to 
use a qualitative method that 1 would not find restrictive; that would give me the 
flexibility and the potential to process the data in a way that 1 could make use of my 
identity as a counselling psychologist by offering psychological interpretations and by 
reflecting on the way that participants’ experiences might be affected by social and 
professional context. 1 believe that using a psychologically latent thematic analysis 
developed within a critic realist view gave me the freedom that 1 needed to use myself 
and tell the participants’ story in a way that 1 found to be colourful.
This made the analysis of the data an enjoyable and fascinating journey. Reflecting 
back on it, 1 can see that 1 was engaged in a parallel process myself: 1 was
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interviewing trainee counselling psychologists that identified with their clients’ losses 
and I was also identifying with them being a trainee counselling psychologist myself. 
This identification was validating for my identity as a counselling psychologist. 
Through the interviews 1 experienced my colleagues’ reflectiveness, awareness, and a 
therapeutically flexible, ethical way of being with their clients which was respectfiil of 
their experience and prioritised their well-being. This identification, however, had its 
challenges; as my participants were trying to give priority to their clients’ experience,
1 was also trying to focus on their experience while also being aware of how my own 
training, personal and therapeutic qualities might affect the focus on and the 
interpretation of the data. 1 believe that 1 managed to take a step back while at the 
same time 1 acknowledge that my identity as a counselling psychologist was present in 
the interpretation of the data.
Participants talked about the reciprocal character of their therapeutic work, being able 
to share and receive as well. This reciprocality was acted out in my research with 
them. Some trainee counselling psychologists reported that the interview increased 
their awareness and helped them reflect on their personal losses and how they 
interacted with their therapeutic work. Conversely, their experiences were 
illuminating for me on a personal and professional level. The participants showed 
autonomy and self-confidence by being able to listen to their ‘hearts’ and inner voices 
about what might be ‘therapeutic’ for the clients although they worked in placements 
where they were accessed and where there might have been specific expectations of 
how one must work therapeutically. Their stance supported my own therapeutic 
flexibility and belief that one must always take into account not only theory, the 
therapeutic model applied in a service but also the chent s needs, their personal 
instinct, their life experience, and their experience of being with the client in the 
therapy room.
1 believe that the participants showed increased competence as practitioners; however, 
through the interviews 1 conducted 1 also felt their need to be able to be more human 
in supervision and to feel free to share their personal struggles when they are related 
to their work. This brought me in touch with how 1 have felt as a supervisee. At times
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I felt free to share my personal struggles and I felt supported, at other times I felt that I 
did not have the space or that it was not safe enough to do this in supervision so I 
would make use of my personal therapy. When I experienced the loss of a relationship 
I was hesitant of expressing my initial worries to my supervisor about my ability to 
‘be with’ my clients without being distracted by my own painful burden. I sought 
support in personal therapy and I found the fact that I could still be ‘there’ for my 
clients as they were there for me very comforting and self-validating as it allowed me 
to enter their world and leave mine for a while. In retrospect, what held back my self­
disclosure to my supervisor was my worry that if he is not ‘containing’ then I will 
have to manage and contain both mine and his worries. Participants’ experiences and 
my own made me realise the paramount importance of supervision being a place that 
encompasses the supervisee’s personal world when it connects to therapeutic work, 
irrespective of the theoretical orientation being adopted.
I think my words convey that undertaking this research was a mutual journey for both 
myself and the participants. I really valued and appreciated the honour that my fellow 
trainee counselling psychologists gave me by opening their hearts and minds both as 
humans and as therapists.
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